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Editors Introduction 


NO ONE DOUBTS that psychology and psychiatry 
are closely associated fields of study. Sometimes in the past, how- 
ever, it has been difBcult to explain in detail the relationship be- 
tween these fields. It is clear to every student that anatomy is basic 
to surgery and biochemistry to physiology, but modem experimental 
psychology has not in a similar way been seen as basic to psychia- 
try. Probably because of the way in which psychology and psy- 
chiatry have each developed in Ae present century, it has come 
about that the relationship between the two fields has received 
much less emphasis than might have been expected. In the recent 
past even some of the world’s outstanding psychiatrists have been 
uninterested in the solid advances of modem scientific psychology. 
Similarly, some psychologists who have written in the field of ab- 
normal psychology or who have discussed behavior disorders have 
done so without the advantage of general medical training and 
adequate clinical experience. 

The present book effectively bridges the gap between these two 
great fields which deal with normal and abnormal human behavior. 
In a sense the book is unique. Its author is a man of originality and 
insight, and he has also had the advantage of full professional train- 
ing in both modem objective scientific psychology and in modern 
scientific clinical psychiatry. 

Dr. Cameron holds the degree of Doctor of Philosophy in psy- 
chology from the University of Michigan and the degree of Doctor of 
Medicine from the Johns Hopkins University. He has done important 
research in both psychology and psychiatry. He has taught uni- 
versity and medical students both psychology and psychiatry. After 
taking his medical degree he was for a number of years successively 
house oflScer, assistant resident, and senior resident in psychiatry at 
the Johns Hopkins Hospital. He is now Professor of Psychology 
and Chairman of the Department of Psychology in the University 
of Wisconsin as well as Professor of Psychiatry in the Medical 
School of the University of Wisconsin. 
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xvffl H>ITOR’S INTOODUaiON 

Ills prsssnt book is no msrs static or pedestrian synthesis of 
psychology and psychiatry by one who happens to have been well 
trained in both of these disciplines. It is, rather, an important and 
novel positive contribution to both fields. Its author deals with the 
problems of various behavior disorders in the manner of a modem 
objectively trained scientist. In the pages of this book the reader 
will find no trace of hypotheses which banish thinking, imagination, 
dreams, and motives from the naturalistic and scientific world iii 
order to locate them in a vague cloudland of a so-called conscious 
or unconscious psyche. The author believes that this old-fash- 
ioned dualistic approach to behavior problems is as outmoded today 
as is the similar ancient notion that the arteries were filled with 
spirits concocted in the stomach and warmed in the heart. 

In the present volume the student, as he undertakes the study of 
behavior disorders, will not be called upon to forget anything that 
he has learned in physics, chemistry, biology, or general psychology. 

This book will certainly have a far-reaching and important effect 
upon the thought of alert modem professional workers who are 
called upon to understand and deal with behavior disorders. 
Students of medicine, psychology, sociology, education, and related 
fields will profit by the study of the clearly written and thought- 
provoking pages of this book. 

Leonard Carmichael 

Tufts College 



Preface 


AS THE TITLE IMPLIES, this is a presentation of 
the neuroses and psychoses from a consistently biosocial point of 
view. It follows a prediction made five years ago that psycho- 
patholo^ — or behavior pathology as I propose to call it — wiU shift 
progressively in emphasis, from speculations about a psyche in a 
somatic container, to the study of the operations of human organ- 
isms in a social field. The inadequacies of the prevailing psychic 
theories, as I pointed out then, cannot be blamed upon any one 
contemporary group or school of thought. 

“We are all in this difficulty together because we still look upon 
our material in an antiquated fashion. It is only because of this 
that we have on our hands an oversystematized psychopathology 
which treats language behavior and emotional conduct as though 
they belonged in another world. We have already wasted years of 
effort in t^ing to work out the internal structure of a fictitious 
psyche and its esoteric love life, when we might better have been 
working out the dynamics of the organization, disorganization and 
reorganization of human behavior — of action and reaction, of 
Ainking, wishing, loving, hating, learning, fearing, forgetting, avoid- 
ing, desiring and hiding — but aU these studied as the activities of 
a social organism, not the dreams of a ghost. . . . When we turn to 
psychiatry, we do not enter a new and different world. The psychi- 
atrist is stiff the physician, an organism, working with a patient, 
another organism. They share and operate within a common social 
environment; they communicate by means of socially determined 
signs and sounds. These are the materials of medical practice as 
well as of psychology and psychopathology.” ^ 

1 N. Cameron, “Psychological research in psychiatry," in F. Sladen (editor). 
Psychiatry and the War (Springfield, HI.: Thomas, 1943), pp. 114-115. 
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tliis is essentially the biosodal point of view. It differs radically 
to the contemporary psychosomatic approach to the behavior 
disorders by breaking completely with the tradition of mind-body 
dualism. There is no need to begin by accepting the ancient and 
gratuitous assumption that an invisible and intangible psyche lurks 
within the soma, or is coextensive with it. We begin instead with 
what we find, a biological organism operating in and by mi»anc of a 
social environment. We thus create no artificial need to solve such 
meaningless conundrums as. How does the soma affect the psyche? 
How does the psyche influence the soma? And how is non-psychic 
reality ever contacted and tested hy an insubstantial psyche? These 
questions are not inherent in the problems which our patients 
present. They are the offspring of psychosomatic dualism and we 
can discard them with their parent. 

The point of view which I have developed in this work differs 
from classical behaviorism in rejecting reflexes, instincts and emo- 
tions as building blocks out of which human behavior was supposed 
to be constructed. It is holistic and analytical rather than atomistic 
and synthetic. In dealing with biosocial behavior, normal and ab- 
normal, the emphasis is less upon the physiological machinery of 
the individual than upon communication, learning, role-taldng and 
socially derived self-reactions. The biosocial interpretation departs 
from traditional psychobiology by dispensing entirely with the con- 
cept of consciousness and the distinction between mental and non- 
mental. This concept and this distinction are both residues from 
the once flourishing systems of psychosomatic dualism. We can 
neglect them in behavior pathology without missing them. 

In developing a systematic biosocial orientation toward my mate- 
rial I have been deeply influenced by the philosophers W illiam 
James, George Mead, John Dewey and Max Otto, as anyone con- 
versant with their writings can see. I share with the rest of my 
profession the great debt that behavior pathology owes to Sigmund 
Freud. But my own greatest obligation is to my teacher, Dr. Adolf 
M^er, with whom over a period of seven years' I was in almost 
daily contact. During my four years of training in the psychiatric 
residency at die Johns Hopkins Hospital his presence was always a 
c halle nge. He showed an unusual willingness to delegate responsi- 
bility to those who could assume it. One did not have to view the 
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patient tiirough his eyes; he was tireless in his insistence every- 
one must begin with tiie patient and not with feed principles and 
preconceptions. 

I have attempted to indicate the degree of my indebtedness to 
my wife and colleague, Dr. Elugenia S. Cameron, by dedicating the 
book to her. Without her encouragement it might never have been 
begun. During the twenty months of its final preparation, the 
manuscript has been scrutinized in detail by my fellow staff mem- 
ber, Dr. Ann Magaret. Her criticisms and suggestions have con- 
stituted an invaluable contribution to its structure and its clarity. 
I wish to thank Mrs. D. A. Grant and Mrs. L. W. Coleman for their 
assistance in making the manuscript legible, Mr. Raymond C. Bice 
for helping in the preparation of the illustrations, and Miss Mary 
Hargrove for guarding me from unnecessary interruptions while I 
worked. 


Shorewood Hills, 
Madison, Wisconsin 


N. C. 
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Introduction 


THE NEUROSES AND PSYCHOSES, which together 
we call behavior disorders, are a natural part of our everyday en- 
vironment. As adults all of us have dealings with neurotic and 
psychotic persons, and our children are being brought up among 
them just as we once were. It may be the grocer or cobbler who is 
a bit eccentric, or one s aunt with perpetually frayed nerves, or an 
uncle who belches after meals, takes bicarbonate of soda and says 
all doctors are imbeciles. Perhaps the child next door is being unin- 
tentionally trained by his overanxious mother to worry as much 
over his health as she does. The teacher at school may be one who 
grows restless, tense or unreasonably cranky if anything in the 
classroom is the least bit disarranged or the slightest change made 
in her timetable. 

Even the policeman on the beat is sometimes neurotic. I remem- 
ber one in New York, years ago, who had anxiety attacks when- 
ever he heard footsteps behind him on a lonely street, even in broad 
daylight, and another who, when they put him on night duty, had 
to resign from the force because he had always been terrified by the 
dark. A child s own father may be a man who sleeps poorly, has 
temper tantrums and shouts when he is displeased; or his mother 
may be unable to resist going downstairs several times every single 
night to see that doors are really locked, lights out and the gas 
turned off. Perhaps there is a girl in school who, otherwise healthy, 
loses her voice in emotional crises and goes limp; or ones younger 
brother has spells of being afraid that he will stop breathing in his 
sleep, and never wake up again. Any such incidents as these are 
likely to be a part of maladjustive behavior that is serious enough 
to deserve being called neurotic; and they are all exceedingly com- 
mon. 
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2 INTRODUCTION 

Psychoses are unquestionably much less common than neuroses; 
but they can be so mpressively abnormal that their influence upon 
general conception of the behavior disorders is actually greater. 
Every child sees psychotic people or hears others talk about th pm , 
He reads about them in story books and the comic strips. He occa- 
sionally runs into a queer person in the street who glances furtively 
about or seems confused and talks to himself. There is usually 
someone in the neighborhood who threatens child trespassers out- 
rageously, or peers at them from behind curtained windows, or will 
do no more than open the front door a crack and give short answers 
heavy with suspicion. Children also hear their elders gossip about 
this person's maniacal outburst and that one’s suicide in depression. 
Not a few children are reared with a mixed-up, forgetful grand- 
mother right in the home who tends to wander about the house at 
night and once in a while starts breakfast at two in the morning, 
resisting all attempts to get her back to bed. The average child 
can have only the haziest notion of the real meaning of such dis- 
turbances, since his elders are none too clear about psychoses them- 
selves, but he cannot escape some contact with them, directly or 
through vivid hearsay. 

We adults likewise come in almost daily contact with neurotic 
or psychotic individuals, in the home or out of it, and whether we 
know enough to recognize them as such or not. Who among us, 
for example, does not know at least one hypochondriacal person 
who h^ made the care of some healthy part of his body the center 
of his life? Most of us know also a business executive who flies into 
a rage and says unreasonable things the moment his judgment is 
questioned or someone else makes a mistake. And then there is 
the housewife whose home is scrupulously clean and rigidly in 
order, day in and day out. Woe to the hand that moves a chair or 
cushion one inch from its appointed place, and to the foot that 
leaves a grain of dirt to sully her spotless rugs. The scene she then 
creates springs from personal needs that go much deeper than the 
conventional reasons she sincerely offers for her anxiety. Not un- 
common, too, is the man or woman who is perpetually fatigued and 
unwell in spite of almost constant resting, who finds that the pen- 
alties of ordinary effort far outweigh personal gains and social 
pleasures, and yet seems to have no systemic disease, lives long and 
grows little worse with age. 

Among our business and social acquaintances, or in our circle of 
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intimates, we can always find individuak who seem chronically un- 
easy about the intentions, attitudes and inferences of other persons. 
One of these may feel himself the unjust target of suspicion. Inse- 
cure, anxious, guilty, for reasons that are unclear to himself and 
may never be understood by others, he expends his best efforts 
fruitlessly in attempts at self-justification or self-vindication. 
Another such person may show continual preoccupation with the 
impression he makes on others. He is easily made to feel misunder- 
stood, and plants protective hedges of qualifying phrase and clause 
around almost every statement. Or it is a defensive, lonely indi- 
vidual who tends to challenge innocent remarks quite unexpectedly 
with, “Just how do you mean that?” and is always in danger of in- 
tercepting verbal darts in conversation that were actually aimed at 
someone else. 

Most of us run across the occasional vague, dreamy, perplexed 
man or woman who seems not to be quite living our life, who is 
still preoccupied with adolescent riddles concerning the meaning 
of life, and reports semimystical experiences that no one else can 
share. All of us know the inadequate person who lives on praise 
but is not nourished by it. He feels himself unfairly treated, under- 
valued and passed over for less worthy persons who seem to bim to 
earn little and get all. And who has not seen both men and women 
being mercilessly driven, onward and upward, by an insatiable 
craving for that complete security which nobody can ever find? 
Each time they score a gain it is as though they said, “To be thus 
is nothing, but to be safely thus!” And on they press again in the 
pursuit of certainty. All these we shall meet again in later chapters. 
We shall go on meeting them in our daily lives and, perhaps, in 
time come to understand them better than we do now. 

Behavior disorders os a notional problem 
Never before in their history have the American people had as 
great a desire to understand neuroses and psychoses as they are 
showing today. There is good reason for this awakening. ^T Tie in- 
formation given out in recent years by selective service and the) 
military ^ has shocked us all into a sudden awareness tba^ - thes^ 

iSee for example, "Symposium on military psychiatry,” Amer. Jour 
PsychUa., 1943, vol. 100, pp. 11-143; Causes of Rejection and Incidence of 
Defects, Med. Stat. Bull. No. 2, Washington, D.C.: National Headquarters 
Selective Service System, 1943; T. Rennie and L. Woodward, “Rehabilitation 
of the psychiatric casualty," Ment. Hyg., 1945, vol. 29, pp. 32-45. 



4 INTRODUCTION 

behavior disorders are, indeed, a grave national problem. The fact 
is not new but our facing it is. Benjamin Franklin caUed public 
attention to it even before we were a nation. Through four decades 
in the middle of the nineteenth century Dorothea Lynde Dix, called 
by some the greatest woman in our history, whipped the public 
conscience and goaded the legislators into action on behalf of the 
wicke^y neglected psychotic. Clifford Beers and the National 
Committee for Mental Hygiene have revived the issue of preven- 
tion, treatment and care of neuroses and psychoses, and kept it 
alive down to our own day.^ Now at last we are able to see that 
the problem of behavior disorders belongs, not alone to those who 
have them and those who directly treat or care for them, but to 
all of us. 

The full magnitude of our national problem is very hard to 
estimate. We know that in the United States today there are about 
600,000 patients in civilian psychiatric hospitals, nearly all of them 
psychotic and over half of them schizophrenic. This number is 
actually greater than the total of civilian patients in our hospitals 
for all the other medical and surgical illnesses put together. The 
annual public expenditure for psychiatric care and treatment in the 
United States amounts to $210,000,000. But if we add to this figure 
the estimated loss of income suffered by persons hospitalized for 
psychoses, the total annual cost to the nation rises to $777,000,000.3 
Nor does this amount tell the whole story. 

Those who have studied the national situation estimate that, were 
reasonably adequate facilities available in all our states, instead of 
in the very few, more than a million psychotic men and women 
would now be in hospitals. In most American communities, even 
in some of the richest, the facilities provided by their citizens for 
early psychiatric diagnosis and treatment are far below the minimal 
standards that are observed in the same localities for other medical 
and surgical specialties.^ This situation alone bars or discourages 
many thousands, who definitely need it, from seeking out-patient 

2For an account of the straggle, from colonial times to the present, see 
A Deutsch, The Mentally III in America. Garden City, N.Y.: Doubledav 
Doran, 1937. 

8H. Pollock, Mental Disease and Social Welfare, Utica, N.Y.* State Hos- 
pitals Press, 1941. 

j 4 V. Vogel, “Our inadequate treatment of the mentally ill as compared with 

people,” Public Health Reports, 1941, vol. 56, pp 
1941-1947. » rr* 



INTRODUCTION 5 

help and hospital treatment. Hence, the reported incidence of 
psychoses falls well below their actual incidence, and particularly 
so in the psychiatrically more backward and irresponsible com- 
munities. 

^ Another influence that holds down artificially the national admis- 
sion rate for psychoses, and deprives those who should have it of 
early toeatment, is our ancient cultural tradition of guilt and shame 
over insanity. This tradition we have received from frightened, 
superstitious ancestors who could not see the kinship between psy- 
choses and other illnesses. To them psychosis seemed a visitation 
from the spirit world, the mark of perversity or sin, some strange 
inhuman taint in the blood that would inevitably crop out again 
and again in the family tree. So lively are such legends stiU that 
families, who know it is urgently needed, decline to seek or to 
accept psychiatric help for a relative lest, in doing so, the shadow 
of public disgrace should fall upon their own and future genera- 
tions. This deadly fear of what others will think is by no means 
unjustified. The public, as anyone can see by the plots of popular 
stories and movies, is still dominated by the belief that behavior 
disorders are weird, inevitable and dangerous in ways that other 
illnesses are not. Until we can be brought to understand that any 
behavior disorder is as legitimate and natural in a family history as 
are other forms of sickness, crippling or defect -until we believe 
this ourselves as well as say it — thousands of otherwise curable 
patients must yearly drift into incurability through our fear and 
neglect. 

The public is largely unaware of the fact that there are also large 
numbers of mildly and moderately depressed, manic, paranoid and 
schizophrenic patients who are being successfully treated, or at 
least kept going, by clinicians in ofiice practice. These never get 
into our national statistics. Another uncounted army is made up of 
those border-line persons who among their relatives and friends 
pass for sad dogs and chronic mourners, gay irresponsibles, eccen- 
trics, reformers and faddists, cantankerous and litigious neighbors, 
or who are looked upon as ineffectual dreamers and thought to be 
“a little psychic.” Librarians, lawyers, ministers, politicians, actors 
and others in public life make the acquaintance of a great many of 
these individuals. Finally we must add the thousands of old people 
being cared for at home who suffer from serious memory defects, 
personality decline and periods of confusion, and countless others 
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of sU Ages wlio develop a transient delirium tihrough infection, higli 
fever or intoxication. No satisfactory method has yet been devised 
for estimating all these auxiliary battalions of the psychotic and 
near-psychotic. While it may be quite true that a great many who 
are not under active treatment do not need it or would not benefit 
by it, they all belong within the field of the psychology of behavior 
disorders which we are entering. 

It is still more difficult to estimate the incidence of neuroses in 
America. Few neurotic persons require hospitalization, and none 
but the well-to-do can really afford it for very long. Hospital statis- 
tics, therefore, tell us very little about neuroses. Judging from the 
large numbers of neurotic persons we chance upon in casual con- 
tact, or discover in the course of some unrelated investigation, it is 
clear that the great majority in this category do not understand the 
nature of their difficulty and never seek treatment for it Also — 
and about this we shall have a good deal more to say later on - it 
is easy and natural in our culture to mistake neurotic symptoms, 
which are ignorantly despised and ridiculed, for signs of organ or 
tissue pathology or constitutional frailty, which are respected and 
earn from others special attention and open sympathy. These are 
not reckoned with the neuroses by either patient or therapist 
It has been loosely calculated that perhaps one person in five 
now of grade-school age will at some time during his life stand in 
genuine need of expert help because of a neurosis. It has been 
estimated, also on admittedly incomplete data, that approximately 
one person in twenty will some time in his life be hospitalized for a 
psychosis, while another person in twenty will be similarly incapaci- 
tated, but for one reason or another will not be hospitalized.®v A 
prewar study of the clientele of a metropolitan general hospital re- 
vealed that, regardless of initial complaint, about 30 per cent of all 
patients coming to its doors were suffering mainly or solely from 
neuroses or psychoses. This study tells us relatively little about the 
general population, since its sample is a highly selected one, but it 
shows unmistakably how important a role the behavior disorders 
must actually play in enlightened general medicine. 

Are neuroses and psychoses on the increase? Some competent ob- 
servers believe that neuroses definitely are and psychoses probably 
are not, excepting for the group tied up with increasing longevity. 


® C. Landis and J. Page, Modem Society and Mental Disease. 
Farrar and Rinehart, 1938), pp. 23-25. 


(New York: 
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However, In our natural eagerness for concise, finalistic answers, 
we must not forget tie many sources of unreliability in tirese esti- 
mates. In such comparisons the past, with which our current uncer- 
tain figmes must be matched, has its own special imcertainties. 
Our present widespread recognition of neurotic and mildly psy- 
chotic si^ and symptoms in general medicine, social work and 
nursing is still a very recent achievement We have all become 
noticeably much more alert to them even within the past twenty- 
five years -- a very short period for demonstrating trends with such 
complex origins. Many matters now stressed in clinical observation 
and history-taking -such as the patients anxieties and fears, his 
personal conflicts, the nature of his childhood, his sexual life and its 
degrees and kinds of gratification, etc. -were not so long ago 
slighted or dismissed as trivial and unworthy imaginings. The 
medical, nursing and social records of today are incomparably 
superior in these directions to those kept early in the present 
century. Since, in plain truth, no one can ever really know how 
prevalent behavior disorders were in times past, while even today 
we have at best only a fragmentary picture of the situation, we 
must accept the fact that all such comparisons are but skillful 
guesses and no more. 

Normal and abnormal personality 

Neuroses and psychoses are often referred to as disorders of per- 
sonality because in them the disturbance in one^s interpersonal 
relationships is so fundamental The distinction between normal 
and abnormal personality, from our point of view, must rest upon 
the relative adequacy of a given individual s performance, in com- 
parison with his previous level and with the cultural norms that are 
current in his society for persons of his status. One further distinc- 
tion must be made. Normal personalities are not the same as ideal 
or perfect personalities. The latter do not exist; the former are on 
every hand. Everyone behaves in an irregular or unpredictable 
way now and then, but this does not automatically place hitYi out- 
side the broad range of normality. 

We would speak of personality® as abnormal, for example, if at 
any age an individual who was otherwise in good health grew 
seriously or progressively ineffectual as a social person. We would 

0 A more extended discussion of personality development in relation to the 
behavior disorders appears in Chapters 2, 3 and 4. 
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call it abnormal if, in order to carry on ordinary activities, he v/ere 
obliged to expend disproportionate eflEort, in comparison with his 
previous level and with others of his age, physique, intelligence 
and training. We would speak of abnormal personality if an indi- 
vidual proved incapable of organizing and maintaining socially ade- 
quate relationships with other persons, if he proved unable to 
derive personal satisfactions from these, or if his behavior became 
socially inappropriate in terms of the prevailing cultural norms. 

This rough criterion of normal and abnormal personality — the 
relative adequacy of performance, now and in the foreseeable 
future — is not peculiar to the field of behavior pathology. We use 
the same yardstick when we judge whether or not one of our in- 
ternal organs is normal. We use it, moreover, to judge the normal- 
ity of a machine, a factory or a whole industry, of a community, a 
nation or a family of nations. For example, we call that kidney 
normal which excretes competently and shows no serious signs of 
oncoming incompetence. But the normal kidney is never an ideal 
or perfect kidney. Like the normal person, it too may now and 
then do irregular and unexpected things. When it does, we look 
for an explanation in its intricate relationships with other organs, 
with food intake, water balance, body temperature, blood-stream 
or urinary tract infection, and the like. Sometimes the explanation 
eludes us and we chalk it up to renal complexity and our own 
ignorance. From the same standpoint, a normal industry or a 
normal community is never ideal or perfect. We say it is normal 
if it carries on its own affairs with reasonable competence, main- 
tains an economical balance with other related organizations, and 
shows no serious signs of heading progressively into trouble or of 
deteriorating. 

As every close observer of human action knows, it is sometimes 
quite impossible to account for a personas odd conduct or unex- 
pected attitude. Neither he nor anybody else can understand it. 
From this some draw the immediate conclusion that therefore we 
must introduce an unnatural, unknowable factor or some other- 
woridly influence to fill the gap. That is giving in to the challenge 
of ignorance without a struggle. In our present state of knowledge 
we should expect to find human behavior often unintelligible. We 
should expect chance factors to play a larger role than in simpler 
dynamic systems. Consider for a moment how enonnously complex 
our relationships with our fellows are, how meaning-laden are the 
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coundess cultural objects and symbols tbat saturate our daily life. 
Consider how many half-digested, unassimilated, contradictory atti- 
tudes we all carry along in our personahty organizations. 

In behavior pathology we must expect very often to face too 
many unanalyzed and uncontrolled variables for our present stage 
of development in scientific knowledge and technique. The cure 
for this deficien^, however, lies not in retreating to something less 
clear and certain, but in advancing to meet the challenge with 
better formulations of our problems, with better recognition of 
what we could but do not know, with new and better techniques, 
with more objective studies of behavior pathology and its pre- 
cursors. ^ 

Neuroses and psychoses 

Behavior disorders, or personality disorders, are relatively fixed, 
cry^aUized patterns of maladaptive attitudes and responses. Tra- 
ditionally they have been divided into two main classes, the 
neuroses or minor psychoses,” and the psychoses or “major psy- 
choses. This division, while still convenient, depends less upon 
medical or psychological science than it does upon legal and prac- 
tical necessity. Certain of the behavior disorders are apt to demand 
prompt and often prolonged hospitalization if a catastrophe is to 
be averted. Others are not. Unfortunately, it is in the former that 
patients are least able to accept advice, supervision, treatment or 
detention in a hospital. In countries where the rights of individuals 
are jealously guarded, the forcible abduction and detention of any 
person on grounds of “mental incompetence” is no light matter."^ 
Here is a loophole through which abuses might creep in to threaten 
the political safety of everyone. It was out of this medico-legal 
conflict that formal distinctions were finally worked out between 
the behavior disorders rendering a person legally committable to 
an institution, and those leaving him free. The former correspond 
roughly to what we call psychoses, while the non-committable be- 
havior disorders include what we call today the neuroses or psycho- 
neuroses. 

The further subdivision of neuroses and psychoses has not been 
so simple. A confusing variety of classifications has been proposed 

^S. Warson, “A review of the concept of insaniW,” Artier. Jour. Psuchiat.. 
1941, vol. 97, pp. 1288-1300; G. Stevenson, “Ideals and principles for proper 
management of the mentally ill,”j Merit. Hyg., 1942, vol. 28, ppT 227-234.', 
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from time to time for the neuroses, none of them entirely satisfac- 
tory. Beard has bequeathed to us the term neuTosthenia, which 
originally meant weak nerves, and Janet has left us psychasthenia, 
or weak psyche, both of which terms survive today but with altered 
meanings. Freud made a distinction between those neuroses which 
he believed to be purely and simply physical processes, the direct 
result of an oversupply of hypothetical sexual toxins, and those 
neiuroses which he considered to be of mental origin. The first 
group he named the actual neuroses, the second group the psycho- 
neuroses. This differentiation is no longer considered valid, but the 
latter term has persisted, and is used today interchangeably with 
neuroses. 

Freud made further theoretical distinctions which have left a 
residue of synonyms. The ancient Greek term hysteria he renamed 
conversion hysteria because he believed its symptoms to represent 
the conversion of psychic energy into somatic disorder, a view 
that may have been influenced by nineteenth-century interpreta- 
tions of electromagnetic phenomena. Freud also favored the un- 
fortunately confusing term anxiety hysteria. He felt that there were 
two distinctly different kinds of anxiety disorder, one of them 
purely physiological and therefore an “actual neurosis,” the other 
partly mental, and therefore a “psycho-neurosis.” The latter he 
called ^ety hysteria. This distinction is no longer considered 
valid, since all anxiety disorders have been found in practice to 
include important personal factors.® Nevertheless, Freud’s positive 
^^i^tributions have been so many, and he and his disciples so pro- 
ductive, that such terms as these have gained a permanent place 
as alternatives in the current literature. 

p/The evolution of our current classifications of the psychoses is 
too long and involved a story to tell here.® It was Kraepelin who 
managed to reduce the confusion of many seemingly independent 
dimcal syndromes to a few large groupings. His progressive syn- 
theses extended over a period of several decades, beginning in the 
latter part of the nineteenth century. One modification of Krae- 
pelin’s classification was officially adopted in Great Britain in 1933 ,i® 

® D. Henderson and R. Gillespie, A Textbook of Psychiatry for Students and 
P^^^tUUmers, 6th edition (Loudon: Oxford University Press, 1944), pp. 159- 

»See N. Camwon, “The functional psychoses," in J. Hunt (editor), Person- 
^y ana the Behavior Disorders (New York: Ronald Press, 1944), pp. 861- 

G. Fleming, “The revision of the classification of mental isorders." Jour. 
Meta. Science, 1933, voL 79, pp, 753-757. 
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and a somewhat different modification by the American Psychiatric 
Association in 1934.^^ There is quite general agreement in bodi 
countries today that our present clinical groupings are serioiisly in 
need of revision. An important step forward has recently been 
t^en by psychiatrists in the United States Army who have pro- 
vided a tentative revision which not only modernizes the Kraepe- 
linian classification but also leaves the way open for further modi- 
fication.** 

A biosocial classification of behavior disorders 
In our account of the behavior disorders we shall use a modifi- 
cation of the United States Army classification which agrees also in 
naost essential respects with the official American Psychiatric Asso- 
system, but is less cumbersome and involved. However, we 
shall not make a clear-cut distinction between neuroses and psy- 
choses. It is true that the committable behavior disorders as a 
group are much more likely than the non-committable ones to 
exhibit severe distortions of social behavior. But it is also true, as 
Freud was the first to recognize, that behavior disorders in both 
groups arise from and are perpetuated by the unskilled or inappro- 
priate use of the same basic adjustive techniques. These simflar- 
ities in behavior pathology are far more significant than the differ- 
ences in medico-legal status. We only multiply our problems need- 
lessly when we segregate psychotic from neurotic patients in our 
thinking as we tend to segi'egate them in our anachronistic institu- 
tions. 

We shdl recognize eight main clinical syndromes, or clusters of 
related signs and symptoms, among the behavior disorders. These 
are (1) hypochondriacal disorders, (2) fatigue syndromes, (3) 
anxiety disorders, (4) compulsive disorders, (5) hysterical inactiva- 
tion and hysterical autonomy, (6) paranoid disorders, (7) schizo- 
phrenic disorders, (8) manic and depressive disorders. We follow 
the United States Army classification in regarding reactions of 
cerebral incompetence as essentially “non-psychiatric” unless the 

**C. Cheney, Outlines for Psychiatric Examinations. Utica, N.Y.: State 
Hospitals Press, 1934. Also reprinted in full in A. Rosanoff, Manual of Psychi- 
atry and Mental Hygiene, 7th edition (New' York: Wilev, 1988), pp. 967-985 
12 United States Army Technical Medical Bulletin No. 203. Washington 
D.C.: United States Government Printing Office, October 19, 1945, Section 18* 

Also reprinted in Jour. Ment. Science. 1946, vol. 92, pp. 425-441. and in Ment 
Hyg., 1946, vol. 30, pp. 456-478. 
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cerebrally incompetent patient develops a behavior dis(igter,iin 
which case his psychiatric diagnosis places him in one of the aWve 
eight sjmdromes. Each of the behavior disorders will be character- 
ized briefly here and treated in greater detail in its own chapter. 

(1) Hypochondriacal disorders are characterized by habitual 
preoccupation with a supposed disease or defect in an organ or a 
body part which is actually functioning within normal limits. We 
also include as hypochondriacal an habitually exaggerated concern 
over organs or body parts which are defective or diseased. 

(2) By fatigue syndrome we mean the habitual preoccupation 
with complaints of fatigue or easy fatigability by a person who is 
nrt suffering from systemic disorder or defect, or whose systemic 
disorder or defect does not justify his complaints. The typical 
fatigue syndrome responds neither to rest nor to overfeeding unless 
therapeutic suggestion is deliberately or unintentionally included. 

(3) Anxiety disorders may be chronic or acute. In the chronic 
anxiety reaction the patient suffers from persistendy heightened 
skeletal and visceral tensions. These tend to disturb his habitual 
rhythms of living and predispose him to give exaggerated and in- 
appropriate responses on relatively slight provocation. The anxiety 
attack is an acute episode of emotional decompensation. It usually 
appears in the setting of chronic anxiety, and exhibits to a pro- 
nounced degree the characteristics of normal fright. Maximal 
anxiety attacks are usually called panic reactions. We gfinll group 
the phobias, or pathological fears, with anxiety disorders, instead 
of following Janet who for theoretical reasons placed them with 
compulsions under his “psychasthenia.” Phobias are anxiety disor- 
ders in which the immediate anxiety excitants are specific and can 
be identified by the patient, although he usually regards them as 
inexplicable. 

(4) In compulsive disorders there are irrepressible tendencies 
to do, say or tlunk something in a particular way, which persist in 
spite of strong contrary tendencies. In this situation anxiety reac- 
tions develop and their periodically rising intensify leads to indul- 
gence, followed by temporary relief. 

(5) Hysterical disorders (Freuds “conversion hysteria”) are 
diaracterized by the development of persistent inactivation or per- 
sistent autonomy. This resembles superficially the inactivation or 
autonomy produced by neurological damage or disease; but it lacks 
an adequate basis in organ or tissue pathology. Common varieties 
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of hysterical disorder are sudden disturbances of speaking, hearing 
or seeing, the sudden appearance of paralyses, tremors or seizure^ 
and topical amnesia, with or without flight from a conflict situation 
or temporary loss of personal identity. 

(6) In paranoid disorders the patient’s behavior is dominated 
by more or less systematized delusional reactions. There is little 
or no tendency toward disorganization or deterioration. 

( 7 ) In schizophrenic disorders, on the other hand, the distinctive 
change is a disorganization and desocialization of the acquired be- 
havior systems that constitute personality. These systems are in 
part replaced by behavior that is dominated or determined by 
private fantasy. Schizophrenia usually includes the development of 
weird, bizarre delusions and hallucinations, extraordinary verbal 
confusions, and symbolic motility disorders which seldom follow 
any of the familiar patterns of neurological disease. 

(8) The chief characteristics of manic excitement are marked 
elation, or aggressive self-assertion, which often reaches delusional 
proportions, and energetic overactivity without serious disorgan- 
ization. In the agitated depression there is restless overactivity, also 
without serious behavior disorganization, but despair and appre- 
hensive or self-condemnatory delusions dominate the clinical pic- 
ture. In the retarded depression the patient’s behavior is slowed 
down, and his activities are restricted in their range but not dis- 
organized. Sadness, dejection and self-depreciatory delusions pre- 
vail. Approximately 25 per cent of the patients in this group have 
both manic and depressive attacks, usually separated by years of 
good health, but in exceptional cases alternating in cycles. 

The emphasis we must place upon personal, social and cultural 
factors in the behavior disorders may at first seem strange to the 
biologist who is most at home with physiology and tissue pathology. 
For to understand disease in an organ or a physiological system we 
need not, as a rule, go beyond the milieu interne and the immediate 
impersonal outside environment for our data. If other persons and 
cultural objects enter the clinical picture at all, they do so only 
indirectly or incidentally, — with the obvious exception of cases in 
which there has been deliberate assault, deprivation or poisoning 
by another individual. But the patient’s personality and its bio- 
social development, the outcome of years and years of interaction 
between a human organism and its natural social habitat, are al- 
ways prime considerations in behavior pathology. 
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Physiologically and medically trained men may well regret the 
necessity for including these less predictable and often poorly 
formulated social interrelationships in their conception of behavior 
disorders. They may impatiently turn to those whose limited grasp 
of human conduct allows them to prophesy that some day ever)'- 
thing will be solved by the invention of a better microscope or a 
more delicate stain. Similarly, persons who lack physiological or 
medical training may wish that they could somehow delegate the 
responsibility for biolo^cal factors in behavior pathology to some- 
one else. But it is in this very field of biosocial interaction that our 
most significant behavior problems originate. If we are to make 
further headway with them, that is where we shall have to study 
them. ^ 




Personality Development 
and Behavior Disorders 


EACH OF US is born into this complex social 
world of ours with neither instincts nor any other biological blue- 
prints to guide us. We cannot speak the language of our own 
native land. We do not understand the simplest signals or share 
the feeblest thoughts of those around us. In the beginning we are 
pure organism, somewhat human in form but altogether animal in 
conduct. Throughout the long years of infancy, childhood and 
adolescence we slowly acquire skill in the social techniques by 
which this intricate life with others must be managed. We learn to 
live as human beings, and in doing so we develop human person- 
ality. ^ 

Personality is something that each of us must necessarily build 
up during the period of his biological groivth. It is not an inher- 
itance, not a gift. At birth our physiological equipment at once 
develops needs; and our main task in early life is to learn to satisfy 
then! through our own individual efiEorts. The human society that 
receives us understands our primary biological needs and is pre- 
pared to help us meet them. Its own social organization is built 
upon the same needs. Even our modem industrialized life is so 
tightly organized around animal want that, were hunger and thirst, 
sex and its consequences, and the need for warmth, shelter and 
protection all miraculously eliminated — though this brought 
heaven — society and culture would collapse. For not only our 
whole economy, but also our most treasured customs and values, 
are rooted or find their chief expression in eating and drinking, in 
mating and parenthood, in the covering, guarding and housing of 
our biological bodies. 

Consider the dinner table for a moment. In home life it is rarely 
a mere feeding surface or a trough. It is the principal and most 

15 
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intimate occasion of daily family gathering where attitudes and 
information are traded face to face. There children get important 
basic training in the difficult practical arts of sharing, cooperation 
and self-control — training that generalizes to other needs in other 
human situations. Outside the family circle we use htmger and 
thirst in feasting and toasting. We eat and drink together to honor 
courage, beauty and achievement, to negotiate and seal bargains, to 
promote mutual understanding, heal personal wounds or signify 
membership, and even to symbolize the deepest religious beliefs. 
We shall not wonder, then, at finding ideals and animal needs so 
often confused in the behavior disorders. It will not mystify us to 
learn that serious disturbances of eating, drinking and alimentation 
arise, not only through gastrointestinal disease, but also because of 
conflicts and perplexities over the important social relationships 
Aey represent in human life. The complaint is still biological, but 
its source is in the social personality. 

The term persomlUy in our language is used with many different 
meanings.^ If we are to discuss it at all intelligently, we must begin 
by fixing upon a single arbitrary definition to fit our present pur- 
pose, which is that of understanding the behavior disorders. For 
us personality will mean the dynamic organization of interlocking 
behavior systems that each of us develops through learning proc- 
esses, as he grows from a biological newborn to a biosocial adult 
in an environment of other individuals and cultural products. In 
studying the behavior disorders we shall unavoidably emphasize 
the social aspects of human life. But this must not lead us to for- 
get for a moment that even the most socially mature adult is still 
eve^ bit as biological as a newborn baby. Indeed, in many ways 
he is actually more competent biologically than he ever was in 
infancy. We therefore speak of him as biosocial to indicate that his 
biology has been made to operate socially, in terms of others’ needs 
and others’ interests as well as his own. 

It is almost meaningless to speak of personality in the newborn. 
Individual differences between babies there are at birth, just as 
with other mammals, and some of these biological differences may 
be alone important enough to determine a part of one’s basic life 
pattern. Sex is one of these. The color of one’s skin, hair or eyes 
may be another. Often one’s size, rate of growth, contour or ana- 

193'^’ Interpretation (New York: Holt, 
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tomical symmetry will open some doors of opportunity, I gte r on, 
and close others. So also may difiFerences in sensory acuity, in 
strength or energy level, in general coordination or intelligence!* 

A large, handsome, intelligent and well-coordinated boy, for in- 
stance, is likely to receive quite diflFerent treatment throughout his 
formative years from that experienced by an undersized, homely, 
dull and clumsy boy, and to enter into many satisfying activities 
that are virtually barred to the latter. Girls with beauty, symmetry, 
grace and pleasing natural colors likewise meet preference and 
approval, from early childhood on, that are unknown to their bio- 
logically less fortunate sisters. Myopia may make a scholar or a 
snob, and one short leg a recluse or a stoic. The retarded child 
brought up among superior siblings, and the superior child reared 
in a mediocre or inferior family, may both develop attitudes toward 
others in the home that influence the whole pattern of their later 
personality growth. 

But even in such cases it is never the biological factor by itself 
that makes personality differences. What counts is always the reac- 
tion of other people to it. Their behavior gives the child his pre- 
ferred or rejected status and builds up in him the corresponmng 
attitudes and expectations. The same retarded child would develop 
quite different attitudes toward himself and others were he to be 
adopted early into a dull family and raised among dull companions. 
As a result, his personality might be fundamentally different, even 
though his biological limitations remained the same. On the other 
hand, our handsome, intelligent boy and pretty girl might grow 
into less stable and happy adults if their good looks met with re- 
sentment or ridicule in the home, or if they were regularly exploited 
for their elders advantage. Well-favored as well as ill-favored per- 
sons are therefore to be found in the ranks of the neurotic and 
psychotic. It is always this interplay of biology and society. In the 
end, the two influences become so intricately interwoven that the 
old controversy over normal and abnormal personalities — whether 
they be inherited or acquired — loses all its meanin g 
The distinction between biological maturity and social maturity 
is more significant. They are, of course, to some extent interde- 
pendent; but they are certainly not identical and they are often 
out of step. Although either one may get ahead of the other, it is 
social immaturity that raises by far the most problems. The so- 
2 J. Macfarlane, ‘The guidance study,” Sociometry, 1939, vol. 2, pp. 1-23. 
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caHed age of resistance is a simple and, in our culture, quite nor- 
mal example. Somewhere between the age of two and four years 
many children go through a phase of stubborn, self-assertive re- 
bellion They have newly acquired a degree of strength, skill and 
initiative that is simply not supported by a comparable mastery of 
the social pattern of permissions and taboos. Clashes with the 
human environment in this period show a sharp rise.® 

Again in early and middle adolescence the rapid biological 
changes may similarly outstrip social learning and lead to still more 
serious outbursts, both in the home and in the wider community. 
Social standards to which the adolescent is held also show marked 
fluctuations and many real as well as apparent contradictions. They 
are for the most part much less consistent than biological growth, 
and in many respects are more closely related to tradition and adult 
opinion than to the physiology of adolescence. Individual differ- 
ences in habitual overt aggression and initiative in the child or 
adolescent, individual differences in the flexibility, anxiety level 
and self-assertion of adults in charge, and the relative tolerance of 
the social atmosphere, seem to determine whether adolescence and 
the age of resistance shall be periods of fair weather or foul. 

In every culture and subculture there are rough standards of 
maturity current for each biological age-group in the two sexes. By 
these standards an individual’s behavior is judged by his elders 
and his peers to be mature or immature, and he is treated on this 
basis in accordance with the expectations and the prejudices his 
critics entertain. Unfortunately, one s elders and one’s contempo- 
raries do not see eye-to-eye in many respects when it comes to 
standards of maturity. Whence it is that children, and especially 
adolescents, are apt to find themselves obliged to live according 
to a double standard, their parents’ generation’s and their own. 

We begin life as biological individuals in our mother’s oviduct 
and uterus. We enter life as biosocial persons when we are bom 
into an already organized environment of other human beings. For 
most of two decades we spend our time learning, through our own 
behavior, the business of living among others built like ourselves 
and with the same fundamental needs that must be met. Each of 
us individually must leam in active service the cultural patterns of 
satisfaction, delay, denial, reward and punishment that he finds in 

® G. Mutphy, L. Muiphy and T. Newcomb, Experimental Social Psucholoeu, 
2d edition (New York: Harper, 1937), pp. 389-397. 
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operation from infancy on. We learn to develop modified and sub- 
stitute gratifications and develop special techniques for dealing 
with the inevitable conflict and frustration which family and other 
group living bring to everyone. Now we shall escort our human 
being swiftly through these first two decades to see what influences 
he comes under, and what reactions he himself develops toward 
them, that may throw light upon our main objective, the behavior 
disorders. 

Life in the uterus 

The human individual comes into being when an errant sperm 
unites with an ovum to begin a dramatic series of interactions that 
result in the embryo and fetus. Whatever biological inheritance 
the infant is to receive from its parents is determined at the instant - 
of fertilization. From that moment on, up to its birth, the new 
organism’s progress will depend upon such factors as the biological 
quality of the original fertilized ovum, its successful implantation in 
the uterine wall, the formation of placenta and auxiliary structures 
that protect the growing organism and bring its circulation into 
functional relation with the mother’s, the adequacy of interactions 
within the embryo and fetus itself, and the goodness of physiolog- 
ic^ cooperation between mother and child-to-be. Their relation- 
ship during pregnancy is entirely in terms of these biological 
processes. There is no intermingling of embryonic or fetal blood 
with the mothers blood. There are no neural connections through 
which the mother may directly affect her unborn child. 

The life and times of the unborn child have for centuries been 
the subject of romantic prose that has frequently mistaken itself for 
fact. Not so many years ago, for example, the claim was vigorously 
put forward that repressed memories of intrauterine bliss play a 
significant role in adult neuroses and psychoses. Frustrated men 
and women were said to be dominated by a manifest or latent urge 
to reverse the birth process, to creep back into the mother’s womb 
or some worthy substitute therefor, and remain there forever at 
rest. In the deepest places of their psyche, it was said, these un- 
happy ones treasured up an unconscious, prenatal remembrance of 
the good old days when they lived securely in peace and plenty, 
floating undisturbed in a warm, dark, quiet world of unparalleled 
intimacy with the beloved mother. This is a tranquil picture and 
a pleasant tale, but its materials seem now to have come only from 
folklore and the induced fantasies of imaginative persons. 
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The facts of prenatal life are not so romantic. It has been re- 
ported that simple conditioned responses may perhaps be experi- 
mentally established and extinguished in the human fetus during 
its last two gestation months.^ But we have no objective evidence 
whatever to support the hypothesis that a fetus can react in terms 
of complex interpersonal relationships, or that retention and recall 
of the circumstances of intrauterine life are biologically possible. 
The many studies made of infant behavior during early postnatal 
life yield no sign of these abilities. The burden of proof, therefore, 
rests heavily upon those who claim that a relatively undeveloped 
fetus, confined in the amniotic bag of waters, can react to its sur- 
roundings in ways that are far beyond its postnatal abilities weeks 
or months later, and under environmental conditions that are in- 
finitely more favorable. 

All the available evidence indicates, then, that before birth the 
human organism s adjustments are carried out at non-social levels. 
Normal uterine arrangements ensure protection of the embiyo and 
fetus against cold, drying, pressure, strain, blows and other sudden 
changes. The unborn child does indeed dwell in a warm, dark 
chamber, half-suspended in a fluid and provided with continuous 
room service. It need not breathe, it need not suck or swallow, it 
need not digest or evacuate in order to live. So long as the maternal 
blood supplies what the fetus requires for growth and maintenance, 
so long as waste products are removed fast enough, most of the 
primary physiological needs of postnatal life, with their stimulating 
tensions, can hardly arise. However, if for any reason these services 
are interrupted, the fetus has no way of surviving. Clearly, prenatal 
life has few responsibilities; the dependence of the unborn child 
upon its mother is one-sided and complete. But this dependence 
is, at least for the fetus, a very unromantic biological one, involving 
only housing, automatic protection and free interchange of solids, 
fluids and gases via the placenta. The rest is fiction. 

Birth and the newborn 

^ birth process has inspired countless theorists, from ancient 
toes right down to the present. Most noted among the moderns 
is Otto Rank, who based an elaborate system of speculation about 
personality on the supposed after-effects of the child’s forcible ex- 
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j^lsion from his uterine paradise. He maintained, for example, 
that specific phobias could be traced to repressed memories of the 
psychic birth trauma, especiaUy fear of smaU, closed places and 
the dark, ^d of small animals that go in and out of li t tle burrows.® 
Freud criticized these specific conclusions of Bank on logical 
grounds. He himself taught that anxiety states at any period of life 
might be replicas of the birth anxiety, rearoused by -later threats 
of separation from some loved object.® He credited the birth ex- 
perience with being “the primal anxiety” and suggested that trau- 
matic war neuroses may be derived from it. These interpretations 
of buth still exert a considerable influence upon current theories 
regarding personality and the behavior disorders.'^ 

Rank s hypothesis and the others derived from it miss fire because 
they run counter to the evidence. After all, our decision to adopt 
or reject them hinges upon something more than their internal log- 
ical consistency. The main question is whether or not the process 
of being bom can actually be a basis for later recall. All the ob- 
jective studies on infant remembering reported so far indicate that 
it cannot.® The claim is often made, however, that the birth tra uma 
is forgotten because the memory of it has been repressed. This 
claim not only takes the possibility of such recall for granted, but 
it also assumes that forgetting necessarily implies repression, which 
is far from true. It is not possible to accept the statements, some- 
times made by patients, that they can recall their own birth, without 
further corroborative support. Well-authenticated instances of even 
the most fragmentary recall by adults rarely date back before the 
first birthday, regardless of their character. None of them goes fur- 
ther back than the sixth postnatal month.® 

The relevant established facts about birth are briefly these. In 
being bom the human organism goes through a physiological revo- 

5 0. Rank, The Trauma of Birth (New York: Harcourt Brace, 1929) on 
12-17. ’ 

®S. Freud, The Problem of Anxiety (New York: Norton, 1936), pp. 90-132. 

7 See for example M. Kibble, “Infantile experience,” in J. Hunt (editor). 
Personality and the Behavior Disorders (New York: Ronald Press, 1944), pp, 
621-651; E. Simmel, “War neuroses,” in S. Rado (editor). Psychoanalysis To^ 
day ( New York: International University Press, 1944), pp. 227-248; O. English 
and G. Pearson, Emotional Problems of Living (New York: Norton 1M5) 
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® R. Sears, Survey of Objective Studies of Psychoanalytic Concepts (New 
York: Social Science Research Council, Bulletin No. 51, 1943), pp. iWllO. 
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lution unparalleled during the rest of its days. It leaves an aquatic 
habitat in the amniotic sac for a life on dry land where, for the 
first time, it must use muscular effort in entirely new ways to get 
oxygen and food, rid itself of waste products by intermittent ex- 
^etory and eliminative acts, and perfect mechanisms that regulate 
its own body temperature and sldn moisture. It lies now on sur- 
faces that introduce new pressures and postures. It is subjected to 
new stimulation from light, sound and manipulation by others. 

The birth process itself is certainly hard on the baby as well as on 
the mother. During birth the fetus is subjected to very strong 
pressures, because of the powerful uterine contractions behind it 
and the resistance of maternal tissues in front of it. The uterine 
thrusts finally succeed in propelling it slowly through the narrow 
birth canal, from which it emerges into its new world. The normal 
molding of the newborns head testifies to the severity of the birth 
ordeal; in exceptional cases there may even be severe anoxia or 
intracranial injury. Nevertheless, it is a waste of good effort to 
build hypotheses that attribute "conscious memories"" or "uncon- 
scious impressions to this event, since there is no valid evidence 
that recall in any form goes back to so remote a period of life, and 
none to indicate that children or adults model their behavior dis- 
orders upon it, in war or in peace. 

From the standpoint of the behavior disorders the most impor- 
tant new event in birth is neither head-molding nor anoxia. It is 
neither possible intracranial injury nor hypothetical psychic anxiety. 
It is the introduction of a new dependence for the organism, a de- 
pendence upon another individual's convenience and good will. No 
longer are the newborns needs satisfied as they arise, automatically, 
by his own and his mothers machinery. His mother has become a 
separate person who can grant, neglect or deliberately withhold 
the means of infant satisfaction. Delay has now entered the pattern 
of his life, delay between need and supply, bringing with it tension, 
want, unrest and pain. 

Early framing 

Unintended delays and unplanned interruptions are inevitably 
the lot of every human infant. Even the most devoted mother can 
hardly forsake all her other duties to care continuously for her 
child. She cannot ignore completely the many little household 
emergencies of everyday life the d.oprbeH and the telephone. 
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someAing burning on the stove, a day or two of malaise, another 
child’s sudden need or an unexpected visitor. Sooner or later every 
infant must also be introduced to intentional delays and denials, 
and eventually these are formalized for him into some kind of a 
daily schedule. His early training is under way. 

Schedules, no matter how flexible and tolerant they may be 
can never conform exactly to a baby’s own individual needs. They 
must always be in certain respects arbitrary. At best they repre* 
sent a compromise between the timing of the infant’s biological 
wants and the life pattern of the family unit in which he belongs. 
Schedules are apt to fluctuate with changes in prevailing customs. 
There is a world of difference, for example, between the cold, 
“scientific” feeding techniques that Watson advocated in 1928 
and the Aldrichs insistence in 1939 upon the importance of warm 
mothering during feeding.ii But whatever the prevailing custom, 
schedules always reflect the mother’s own dominant personality 
trends. They may also be in part determined by the father’s habits, 
to the extent that these affect household routines. Thus, from its 
very inception, an infants training is under the influence of inter- 
personal factors. 

As a child grows in strength and general skill, more and more of 
his behavior is brought under the regulations that govern the pat- 
tern by which his elders live. He is inducted into new rhythms of 
function, of need and satisfaction, of quiescence and activity. Cry- 
ing and restlessness at the wrong time, for example, are deliber- 
ately ignored, whereas at first they brought him company, milk, 
soothing or a change. During the weaning process, a bottle, and 
then semi-solids in a hard spoon, gradually replace the warm, soft 
breast. Eventually, the child must also learn to eliminate and evac- 
uate at predetermined times and in arbitrarily chosen places, if he 
is to keep the security of parental approval and win release from 
the toilet chair. 

It is especially important for us to realize that a child’s first moral 
lessons are learned in relation to feeding, cleansing and toilet-train- 
ing, and not in relation to abstract principles. That which his 
mother requires of him, in these specific situations, he learns is 

Watson, Psychological Care of Infant and Child, New York; Norton, 
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C. Aldrich and M. Aldrich, Babies Are Human Beings, New York: Mac- 
millan, 1939. 
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good. For this she gives her approval and her love, or at the very 
least she releases him from urging and confinement. Refusal to 
eat, dirtiness, genital manipulation and failure to “do his duty” on 
the toilet are all bod. They earn him nothing but nagging and re- 
straint, rough handling, isolation, maternal rejection, or some other 
form of retribution for his evil. It is obvious that the young child 
has little grasp of the wider ethical implications of this tr ainin g, In 
five-year-old children, for example, it has been found that excessive 
modesiy is more closely associated with elimination than with mas- 
turbation.^® The child at this age is unable to make a distinction 
which seems self-evident to us adults, but which can have little or 
no meaning in terms of his own mode of life. 

The effects of these early lessons in visceral ethics, however, are 
never quite lost. They become especially obvious in the behavior 
disorders. In both neuroses and psychoses one finds endless confu- 
sion of cleanliness with godliness, of genital function and problems 
of evacuation with social wickedness, of eating with pregnancy and 
sexual sin. One encounters disguised visceral ethics in the worried 
or self-righteous preoccupation over diet, digestion, elimination and 
reproductive rhythms that so many hypochondriacs show. They are 
more afraid of malfunction, and more proud of good function, than 
the circumstances of their adult life can possibly justify. The same 
criticism can be made of many ritualistic performances seen in the 
compulsive disorders. In terms of adult verbal logic they seem aim- 
less and bizarre. The neurotic or psychotic person who is caught 
in thfr type of ethical confusion does not suspect and cannot recog- 
nize ite infantile and early childhood origins. But to the student of 
behavior pathology its genesis is clearly in the child’s misunder- 
stanc^g of cultural demands made upon him very early, and quite 
emotionally, in the name of right and wrong. 

His parents are the chief interpreters to the child of the culture 
in which he is destined to live. They lay out the pattern as they 
see it, and he fits into it as best he can. In the beginning bis bio- 
lo^cal needs spur him on to act, while his social environment deter- 
mines how his action shall be timed and how molded. He learns to 
give specific reactions in particular situations at first, but these 
later generalize to other aspects of similar and equivalent situ- 
ations. His environment is not only a social one but it is also in- 
tensely personal and intimate. Rewards and punishment come with 
“ J. Macfarlane, “The guidance study,” Sociometry, 1939, vol. 2, pp. 1-23. 
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simple directness from persons, never from abstract symbols. On 
this basis he learns to react differentially to the permitted and the 
forbidden. He also learns anticipatory attitudes from the direct 
time sequence of permUted act-approval and forbidden act-disap- 
proval, thus laying the groundwork for social conscience in his own 
behavior. 

Adults have at their disposal every means they need for enforcing 
their demands. They control nearly all the sources of a small child’s 
satisfactions food and drink, warmth, cleansing and comfort, play 
and protection, emotional acceptance and mothering, relief from 
loneliness, from restraint and pain. Adults can therefore reward 
conformity to their wishes by granting satisfactions, and punish non- 
conformity by withholding them. They can provide compelling 
motives for the resisting or disobedient child by introducing pain, 
confinement or immediate ostracism, accompanied by appropriate 
gestures, words and general manner. Later on, the gesture, word 
or manner alone becomes an adequate stimulus to control and 
coerce the child, by arousing in him the anticipatory tensions that 
we call anxiety. 

We must not miss the point that the parents^ own personal needs 
and wishes are very important in determining what they shall de- 
mand of a child. By compelling him to satisfy his needs in ways 
that they prescribe, and in schooling him in their own needs, they 
assimilate his behavior to the family pattern. This has significant 
results for us. If, for example, both parents encourage a son to 
acquire his father s attitudes and needs, he will develop similarities 
in personality organization that are often mistakenly attributed to 
simple biological inheritance. By the same process of social learn- 
ing his parents can develop in him the family taste for cultural 
objects, customs and opinions, which the public usually ascribes 
also to heredity. The child’s whole pattern of faith, suspicion, dis- 
belief, solace and anxiety may thus be brought into line with that 
of one or both parents. Their way of life becomes his; they have 
successfully inducted him into their culture. 

Of course this need not have been at all the parents’ plan , Their 
goak may have been selfish and immediate — to TninimiVa the 
child s nuisance value, to train him to unquestioning compliance 
with their personal wishes, and to gain satisfaction for themselves 
by making him in their own image. But the average parent owes 
most of his own derived needs and wishes to the culture or subcul- 
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ture in which he himself was reared. He demands of his child 
essentially what his parents demanded of him, and for much the 
same reasons. What he considers good and desirable, or wrong and 
intolerable, most of the other adults around him also do. And so, 
for the average child, to learn to fit into his parents’ pattern of per- 
mission and taboo is also to learn the adult permissive pattern of 
his culture, and so he is partially prepared for his future in the 
wider community. 

Such direct, intimate activities as feeding, body care and toilet 
training are important, not alone to a child’s moral development, 
but also to his most fundamental social relationships. They are all 
based upon physiological need, but their role in personality devel- 
opment cannot possibly be understood at the level of physiological 
exposition. Today we have reason to believe, for instance, that in 
infant feeding, the oral stimulation, sucking exercise and stomach 
filling may each contribute something essential to the complete 
satisfaction of an infants hunger need.^® However, were we to stop 
our consideration of feeding here, at the asocial level of oral titilla- 
tion, sucking satiation and gastric repletion, we would be repeating 
the reflex behaviorist error of studying the human being as an 
isolated machine. Nor would we fare better by neglecting the facts 
of interpersonal behavior for untestable hypotheses about the imag- 
inations of babes at the breast — that they are preoccupied there, 
for example, with fantasies of scooping out their mother’s entrails 
and devouring them.^^ 

We can begin instead with the simple fact that infant feeding 
involves the cooperation of two persons. Nursing is the child’s first 
occasion of active social participation, his first date with his most 
important social contact, the mother. What this and future dates 
shall develop into depends upon the kind and degree of satisfaction 
they afford the child. For the responses an infant learns to give in 
the beginning to feeding and its approach tend to generalize later 
on to the feeder when she is not at the moment part of a feeding 
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situation. Thus, if a mother’s behavior toward her suckling is skill- 
ful, relaxed and accepting, his feeding can proceed smoothly, with- 
out discomfort or distraction, to its completion. His satisfaction 
eventually goes beyond mere hunger satiation to include the whole 
situation and the accepting mother. 

If, however, a mother feeds her infant in the same spirit that she 
makes the beds and washes the dishes - routinely, as an imper- 
sonal duty, or unwillingly and resentfully - she is almost sure to 
handle him mechanically, or tensely and hurriedly. If he is a so- 
called “scientific” bottle-feeder he will not be handled at all. In 
the former his mother functions like a quick-lunch counter, and in 
the latter he eats, in effect, alone. Neither situation is sociiQy ade- 
quate. Both leave it entirely up to the feeder to get what fun he 
can out of his job. Both pass up valuable opportunities for estab- 
lishing interpersonal relationships that mother and child will need 
later on as the basis for the latter’s further socialization. Of course 
what holds for feeding holds also for other mother-child interac- 
tions. The rejecting, indifferent or “scientific” mother generally 
maintains the same fundamental attitudes through the rest of infant 
care and companionship, using similar techniques and producing 
similar effects. ° 

It is not only the indifferent, scientific” or rejecting mother who 
develops tense, unsatisfied behavior in a child. Anxious, inflexible, 
overconscientious and domineering mothers may do the same even 
though they accept their infant completely. Many of these make 
of feeding, body care and toilet training the occasion of coercion, 
scolding, punishment, restraint and moral intimidation. To such 
treatment the child may react, quite automatically and unavoid- 
ably, with increased tensions that make it difficult or impossible for 
him to cooperate. If his non-cooperation in turn renders the mother 
herself more tense, and hence more insistent, their interactions may 
spiral up into a series of daily brawls. What might have been a 
situation fostering valuable social relationships instead tends to 
promote mutual anxiety, resentment and distrust. 

Attitudes such as these, learned originally in a specific social set- 
ting, are known to generalize to other situations and to interactions 
with other persons. Although the data from child behavior studies 
are still too fragmentary to be completely unequivocal, there are 
indications that they may lead a child to develop habitual rage 
reactions to any frustration, restriction and criticism, and to be gen- 
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erally hostile toward authority. If, on the other hand, the resentful, 
rebellious child is early overcome by force and kept in submission 
through punishment and loss of afiFection, he may instead develop 
habitual anxiety over the consequences of what he does or fails to 
do. He may learn to give up easily in the face of frustration and 
to lean heavily upon the approval of others. Both overaggressive 
and oversubmissive trends are found in adults with such a child- 
hood background, and both are well-known antecedents and com- 
ponents of behavior disorders. 

We have most illuminating examples of the home origin and the 
generalization of aggressive and submissive tendencies, in David 
Ley’s study of maternal overprotection. He distinguishes two main 
varieties, the indulgent and the dominating. The former produces 
a relatively undisciplined child who has simply been allowed to 
contmue utilizing infantile forms of aggression indefinitely. The 
dominated child, in contrast, has been overtrained in dependent, 
submissive reactions until he is no longer able'to rebel openly. The 
influence of their early training is obvious when they come into 
free social contact with their contemporaries in the neighborhood. 
The indulged child at once tries bullying, fighting, temper tantrums 
and obstructionist tactics. The dominated child remains timid, sub- 
missive and withdrawn. Neither is successful. After he has been 
teased, rebuffed or beaten by other children, he handles the situ- 
ation by avoiding thenceforth groups of his own age, either because 
of fear or because his irresistible needs to dominate are persistently 
frustrated. ^ 

Two results emerge from Levy’s study of especial significance 
for us. One is the unmistakable evidence that particular reactions, 
learned in relation to the mother in specific situations at home, 
generalize as social techniques in equivalent situations with stran- 
gers outside the home. The other is that, in spite of their being 
socially unsuccessful and personally disastrous, these techniques 
were not replaced by better ones. Both varieties of the overpro- 
tected carried their home training outside, into the wider com- 
munity. The indulged children tried domineering, and the dom- 
inated children played the dependent little one. Neither group 
was able to meet its peers on an equal footing. Therefore neither 
was given the status of equals or accepted, after the usual try-out 

» MotW Overprotection (New York: Columbia University 
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as one of the crowd. Their social techniques were grossly inappro- 
priate for any but infantile situations. Some of them knew how to 
be little kings, and the others little slaves, but none of them could 
play the role of self-sufficient commoner. Hence they failed, and in 
failing cut themselves off from future companionship with children 
of their own age. None of them was accepted into the normal play 
groups of childhood where, as we shall see, social role-taldng gets 
unintentional practice that helps equip a child to live on equal 
terms with others in adulthood. 

The other result in Levy’s study is no less significant. Even 
though they met uniform failure, these children did not shift to 
different tactics that might have gained them acceptance by their 
peers. For one thing, they had been overtrained in but one kind 
of strategy and had no other method ready to which they could 
shift. That was the established way. And, what is fully as im- 
portant, they had been schooled by an overprotective mother, with 
her own unusually strong personal needs, to develop reciprocal 
needs that were equally imperious and could, unfortunately, be sat- 
isfied only by such a mother or a replica of her. No like-aged 
average child could possibly take her place. 

It is quite clear that, in order to readjust their behavior to the 
demands of their new peer culture, such children would have to 
change not only their whole strategy, but also their imperious 
needs. They did neither. Instead, they accepted ostracism and 
the company of younger and smaller children. Here is a fact that 
we shall need to remember in understanding behavior pathology. 
Techniques that have been overleamed, especially if they have been 
related to strong biosocial need, will often persist indefinitely even 
though they are no longer appropriate, and bring a person failure, 
humiliation or suffering. Accordingly we must learn to look every- 
where for the origins of abnormal behavior, in the present situation 
and its immediate antecedents, in the patient’s historical past, and 
in his interpersonal relationships all the way back into his child- 
hood and infancy. 

No one any longer questions the potentialities of early behavior 
trends for later personality organization. There is, however, grow- 
ing dissatisfaction with the still popular but static hypothesis that 
pictures infantile experience as being preserved forever in a rigid, 
immutable personality nucleus at the very core of one’s being. On 
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the contrary, longitudinal studies of personality growth show that 
patterns of reactions to frustration, privation and punishment can 
often be rather easily altered by appropriate changes in environ- 
ment and skillful handling later in childhood. This is a cardinal 
principle in treatment by child-placement in foster homes. As a 
matter of fact, definite and persistent changes in relative ascendancy 
have been experimentally induced in preschool children, and these 
changes have also been found to generalize to other social situ- 
ations.^* 

■niere are good reasons why the effects of infantile and early 
childhood experience should seem immutable when actually they 
are not. In the first place, unless behavior trends in one phase of 
personality development are modified, deliberately or by 
they are very likely to help determine the direction of develop- 
ment in a succeeding phase. Another factor making for continuity 
and consistency is that the family atmosphere in which a child is 
reared remains, as a rule, substantially the same. Through infancy, 
childhood and adolescence he keeps the same parents, and unless 
something radicaDy alters their attitudes toward him or each other 
they give him essentially the same kind of treatment throughout. 
And finally, the habitual modes of reaction, which the growing 
chad acquires in one phase, sensitize him to certain aspects of his 
experience and dull him to others. When he enters new surround- 
ings and meets new people, he is more ready to respond in one 
direction than another, and this readiness itself acts selectively to 
bring 1^ more of similar kinds of experience. Thus he develops 
his basic personality organization by a continuing process, certain 
behavior trends initiated early in life being reinforced and per- 
petuated through his simffar reactions in related situations later on. 

Behavior trends can, in fact, be altered to some extent at any 
life period, in childhood and adolescence, in full adulthood and 
even in old age. This is the solid foundation upon which our mod- 
em systems of therapy in the behavior disorders are being built. 
Ite cornerstone is our recognition that, although continuity and con- 
sistency are characteristic of an ongoing personality development, 
plasticity and resilience are in no sense infant monopolies. 
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The family 

Parents determine their oflEspring’s biological inheritance simply 
and finally, when their individual contributions merge at concep- 
tion to form the single cell whose product, the child, exhibits char- 
acteristics traceable to each. Parents are also instrumental in deter- 
mining their child’s cultural inheritance. Its conditions, however, 
are never simple and its efiFects may never be final. The conditions 
and the effects of cultural inheritance are complex and mutable be- 
cause a child’s two parents usually differ from each other in person- 
ality, and because they and he are always more or less affected by 
the cultural impact of the wider community. Moreover, these two 
parents are not just two human organisms that happen to be dom- 
iciled together for procreative ends. They are themselves a dynamic 
interacting unit, two biosocially different individuals who are func- 
tioning toward each other in a complementary relationship. There- 
fore, what the infant and child shall experience at their hands will 
be a resultant of interparental relationships, as well as the direct 
product of each parent’s personal needs and wishes. 

Human parenthood is always expectant for a long time before it 
finally becomes actual. This means that babies, whether they are 
welcomed or not, are born into a psychologically prepared situ- 
ation. The materials for this prepared situation include the diverse 
personalities of the two parents, each of whom brings his or her 
unique cultural contribution to the biosocial partnership. There is 
first the sex distinction. It is not always recognized that, even 
within a single family living together under the same roof, the 
customs, traditions, attitudes and experiences of the male subcul- 
ture usually differ markedly from those of the female subculture. 
This is a most important source of sex differences in perspective. 
In addition, husband and wife generally come from different fam- 
ily cultures as well, with their different social techniques, values, 
standards and goals, and their different preconceptions in relation 
to children, how they should be reared and what exact function 
each parent should perform in the process. Their patterns of ex- 
pectation with regard to each other, as husband and wife, may be 
widely different, depending upon the interparental patterns in thei r 
respective homes, and how each has reacted to th^m , 

These and a great many other differences like them enter into 
the phase of marital readjustment that normally precedes a first 
ehild’s advent. Many of them are commonly settled by compro- 
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mise, many more by wUIing or unwilling sacrifice and revision. 
Some are simply driven into concealment or disguise, but not 
eliminated as potential infiuences in the rearing of children. Some 
differences remain unconcealed and unsettled, as present or future 
sources of marital discord. Many of them cannot or need not be 
resolved. They persist openly as accepted distinctions between the 
paternal and the maternal personality in a given household, and 
may have a reciprocal or a balancing effect in parent-child rela- 
tionships. 

The degree of acceptance that a child enjoys and his general 
treatment during infancy and childhood will be affected, not alone 
by the quality and character of interparental adjustment, but also 
by the specific personal needs, hopes and expectations of each 
parent individually. Each may entertain in advance a definite pref- 
erence as to the child’s sex, and hopes regarding its ultimate appear- 
ance and special abilities. Each may cherish expectations and har- 
bor secret fears concerning the child’s general temperament in rela- 
tion to what they consider their spouse’s or their own to be, or in 
relation to someone else on one side of the family or the other. 
Because marital partners very often do differ fundamentally in their 
interpersonal techniques, and because popular thinking ascribes an 
almost superstitious finality to biological heredity in the determina- 
tion of personality trends, this preoccupation is much deeper and 
more widespread than the facts warrant. None the less, the ex- 
pectations or fears of a parent, to the extent that they enter into 
his overt interactions with the child and the other parent, may play 
a decisive part in shaping the child’s social behavior patterns. 

All parents daydream and talk about their child’s future, even be- 
fore he is born. Some go so far as to choose his career much as they 
choose his name, that is, more in accordance with what appeals to 
them personally at the time than with an eye to its possible har- 
mony with wishes the child may later himself develop. Their choice 
is often shaped by the career they had once promised themselves 
or envied in someone else, by their own disappointment or dis- 
taste, or by the fate which their experiences or personal anxieties 
make them fear for their child. Anyone who counsels adolescents 
knows how widespread and how insistent this form of parental pres- 
sure is, and what severe conflicts it can arouse in the young adult 
when he realizes that to satisfy his own need he must destroy his 
parent s lifelong dream. The behavior pathologist finds many echoes 
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of these unhappy dilemmas in neurotic and psychotic solutions of 
the filial conflict. 

It seems to be the mother in American society who is the more 
influential parent in determining her child’s early personality devel- 
opment. She it is, apparently, who gives him his basic ideals and 
standards of conduct, and through her daily behavior toward him 
builds up his early patterns of expectancy in relation to his recep- 
tion and treatoent by persons outside the family. We have already 
seen how seriously an inadequate pattern of expectancy can distort 
a child’s social development in the examples of maternal overpro- 
tection. Lois Murphy asserts that normally mother-identification, 
among boys as well as girls, is the rule in our culture up to the age 
of four or five years.” When boys give up mother-identification, 
they appear to do so more because they are thrown with older boys, 
who deride feminine patterns, than because of any direct paternal 
influence. 

Although it is unquestionably the mother who carries most of the 
burden of parenthood in our society, it is also she who holds most 
of its prestige. In urban communities, at least, the average Ameri- 
can father’s role in the home is culturally ill-defined, and in prac- 
tice his direct parental influence and authority during the early 
years are very limited. He appears as a rule only intermittently at 
the periphery of his infant’s activities and interests, where he may 
play the part of bored spectator, assistant nursemaid or buffoon. If 
on some special occasion he is entrusted with his child’s whole care, 
he is rarely so skilled and thorough that anyone regrets the mother’s 
return. In some households, were it not that the father is the prin- 
cipal wage-earner, he could be said to have practically no other 
function than procreation, like the male ant. 

If the child brings satisfactions to the needs of one or both 
parents and gives them hopes and expectations, he also introduces 
problems for them which may, in turn, affect their attitudes toward 
him. Parenthood increases a person’s responsibilities, necessitates 
changes in living arrangements, with perhaps a reduction in stand- 
ards, and adds to whatever inconvenience and restrictions of lib- 
erty marriage may already have imposed. It modifies certain of the 
privileges and opportunities each parent has enjoyed inside the 
house as well as outside of it. It always means a division of atten- 

”L. Murp^ “ChUdliood experience,” in J. Hunt (editor). Personality and 
the Behavior Disorders (New York: Ronald Press, 1944), pp. 652-690. 
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tion, particularly on the mother s part, and a restructuring of the 
affectional balance. Not infrequently the baby seems at first a rival 
for the other parent’s affection, an instrument of emotional exclu- 
Sion. This reaction is commoner among men than women, as might 
be expected from the former’s lesser significance at the time of 
childbirth and in the direct care of the infant afterward. It is ex- 
ceedingly diflBcult to correct if the jealous parent has already man- 
aged to become established in a relation of childlike dependence 
upon the other one before a child is anticipated. 

Most couples adjust to such problems successfully, regarding 
them as an integral part of parenthood, but there are important 
exceptions. Serious difficulties often arise, for example, among 
adults who have never fully understood or accepted the social im- 
plications of their sex role, as man-husband-father or woman-wife- 
mother. Many of these, for a variety of reasons, have not ade- 
quately rehearsed in play, talk, fantasy or practice the part they are 
expected to take when the curtain suddenly rises on the nativity. 
In consequence they may, as far as they are able, reject the prof- 
fered role and the child too. Exaggerations of parental rejection 
are frequently seen in the amnesias, disowning tendencies and with- 
drawal into fantasy of both hysteria and schizophrenia. They also 
appear occasionally in an agitated depression. Initial rejection is 
often a recognized origin of maternal overprotection, the mother 
reacting with compensatory excessive affection to her own guilt. 
The children who are unwanted and rejected, whatever the 
parental defect responsible for it, may suffer serious personality 
distortion. T^ere is general agreement that rejected children tend 
to be seclusive, detached and have few friends.^® Some of them 
seem apatiietic and unable to respond to the affection of others, 
or restless, fearful and insecure. Some are hyperactive, aggressive, 
rebellious or resentful of authority. Rejected children are reported 
to show a relatively very high susceptibility to behavior disorder 
and delinquency.'^® Some of them develop characteristics with con- 
structive value, at the high cost of being rejected, evidently as de- 

See summaries and bibliographies in L. Wolberg, “The character struc- 
toe of the rejected child,” Nervous ChOd, 1944, vol. 3, pp. 74-88; F. Clothier 
« child,” Nervous Child, 1944, vol. 3, pp. 89-110. 

A. Simon, Rejection in the etiology and treatment of the institutionalized 
dehnquent. Nervous Child. 1944, vol. 3, pp. 119-126; M. Field, “Maternal 
attitudes found in twenty-five cases of children with behavior primary dis- 
orders. Amer, Jour, Orthopsychiatry, 1940, vol. 10, pp. 293-311. 
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fense or compensation.®® Many seem able to survive rejection with- 
out serious personality damage. 

The relationship between rejection and childhood personality 
can hardly be a simple one. Many unplanned and unwanted chil- 
dren are welcomed when they actually come, while some of those 
deliberately planned for are rejected. Children who are unwanted 
and rejected at birth may later be accepted because interparental 
attitudes or extraneous factors have changed meanwhile, because 
parenthood brings unlooked-for satisfactions, or because the child 
becomes more of a companion and less of a burden as he grows out 
of helpless infancy. Conversely, children accepted at birth may 
for various reasons be rejected later.®' What further complicates 
the picture is that most rejecting parents seem to be highly ambiva- 
lent in their behavior, mingling or alternating guilt, anxiety and 
compassion with their basic hostility or neglect. Finally, there is 
always the other parent to consider. In spite of marital discord 
which very often accompanies rejection, or even because of it, to 
irritate a marital partner and gain sympathy, one parent may coun- 
teract to some extent the effects of another. 

Among the most fertile of all soils for childhood personality 
maladjustment are chronic marital discord and broken homes.®® We 
know that interparental tension is very often associated with child 
behavior problems. Therapeutically, elimination of interparental 
strife may alone be sufficient to make a child’s behavior disorder 
disappear. Even in homes without marital discord it has been 
found that preschool children show increased tension in nursery 
school behavior when interparental tension has increased at home.®* 

If the first child comes after marital discord has already been 


20 M. Borgum, “Constructive values associated with rejection,” Amer. Jour. 
Orthopsychiatry, 1940, vol. 10, pp. 312-326. ’ 

primiparae as observed in a prenatal clinic,” 
Ment. Hyg., 1942, vol. 26, pp. 243-256; H. Campbell, "Emottonal maladiust- 
parenOiood,” Virginia Medical Monthly, 1941, vol.^ 68, 

pp. Oois-Oo7. 

2-J. Macfarlane, "The relationship of environmental pressure to the devel- 
opment of a child s personality and habit patterns,” Jour. PediatHcs, 1939, vol. 
pp 87-105 ^ Kanner, Child Psychiatry (Springfield, 111.; Thomas, 1935), 

23 0 Baruch and J. Wilcox, "A study of sex difFerences in preschool chil^ 
OTen s adjustment coexistent with interparental tensions,” Jour. Genetic Psvchol 
1944, vol. 64, pp 781-803; D. Baruch, "A study of reported tension i^inter- 
parental relabonships as coexistent with behavior adjustment in young chil- 
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^blished, it may widen the rift instead of closing it The dissat- 
isfied expectant parent knows that in his neighbors’ and his relatives* 
eyes a baby puts the final seal on marriage, and not everyone can 
accept this unwelcome finality without an increase in resentment 
If married life has seemed burdensome before, the personal duties 
and economic responsibilities of parenthood will not lighten it In 
a very common pattern of compromise the load is divided by tacit 
consent, each parent playing the social role he cannot evade, and 
making that role his all. For the mother this means taking over the 
whole personal side of parenthood, and rearing the child herself, 
while her already unsatisfying social relationships with her hus- 
band are allowed to deteriorate further. The father drifts into the 
status of a semi-detached breadwinner. The dissimilar activities of 
the two parents set them on divergent paths. He, by not sharing in 
domestic affairs, is able to regain some of his premarital inde- 
pendence, while she plunges deeper into motherhood. 

Unfortunately, women who are driven to seek most of their mar- 
ital satisfaction from their children do not always make the best of 
mothers. It is significant that 75 per cent of Levy’s abnormally 
overprotective mothers had little social life in common with their 
husbands while in an additional 10 per cent, whose general social 
relationship with the husband was rated as satisfactory, there was 
definite sexual incompatibility. Mothers whose social life was vir- 
tually restricted to their overprotected child showed striking ten- 
dencies to keep him infantile and actively to prevent his making 
any friendships whatever,^^ apparently seeing in them a threat to 
the security of their main source of personal gratification. The re- 
sulting limitations this places upon the child’s personality develop- 
ment in relation to the play group have already been pointed out. 
The literature of behavior pathology cites well-authenticated cases 
of small boys who have been trained, or encouraged, to develop 
overt reactions toward their mothers that are typical of adult court- 
ing behavior. Correspondingly extreme liaisons are less frequently 
reported for small girls and their fathers, presumably in part be- 
cause fathers are not home most of the day. It is, of course, by no 
means a foregone conclusion that every child reared in an atmos- 
phere of domestic tension and strife, and every child overfond of a 
parent, will necessarily develop a behavior disorder. There is al- 

Overprotection (New York: Columbia University 
Press, 1943), pp. 156-158. ^ 
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ways the healing influence of the wider community to consider, the 
resources and the independence the child may develop in response 
to adversity 26 and, finally, the likelihood that he will some day 
acquire a sibling or two. 

T^e birth of a sibbng into the family constellation means another 
redistribution of attention and affection all around. This is usually 
hardest on the erstwhile only child because it is his first experience 
with the change. He has beenr the sole recipient of maternal love 
and care in the family, and now the focus of his mother’s interest 
shifts abruptly to an interloper called, “Your Baby Brother” or 
®^by Sister. It is difiicult if not unpossible for a willing 
mother to conceal the fact that she has a new attachment. But it is 
not difficult for her to prepare her older child for his approaching 
change of status well in advance, or to see to it that the change has 
rewarding aspects for him and that he is genuinely included as a 
functional part of the new family set-up. The mother who neglects 
her first child for the pleasures of her second, or rebuffs him for 
interfering with them, is treating him to an experience of eTnr>ti<^T>a1 
rejection that may be no easier for him than rejection rooted in 
maternal indifference or hostility. 

The intensity of a first child’s jealousy for his younger sibling 
cannot possibly be anticipated by an adult, unless be realizes how 
intimate and complete the small child’s dependence is upon his 
mother in the early years. Even if his father has been his rival, the 
child has had the field to himself on working days, and their com- 
petition has always gone along at different levels of appeal. The 
new baby is quite another kind of rival. He can be obtrusively 
present by day and by night. He competes at a lower level than 
the father did. As an infant he can win hands down, and without 
even trying, in any contest based on helplessness. Under these cir- 
cumstances, the older child is likely to resort to whatever aggressive 
or regressive tactics he can hit upon to regain his lost sense of be- 
longing and significance, or to avenge his displacement.®* Failing 
these, he may do what is less troublesome to his parents but no 
less serious to his own personality development, drift apathetically 
to the fringe of domestic life and take refuge there in fantasy and 
lonely play. 


26 Borgum, “Constructive values associated with rejection ” Amer lour 
Orthopsychiatry, 1940, vol. 10, pp. 312-326. ‘ 
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Assn., 1937, No. 2, pp. 1-96; D. Levy, “Hostility patterns in sibling rivalry 
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Siblings from the very start are potential rivals for the same love 
and consideration, the same life-space and the same goods. It is 
hardly surprising that the larger and stronger one should frequently 
fall back on simple aggression to prevail over his competitor. Some- 
times this takes the form of direct action. The baby is covered up, 
restrained, poked, slapped, deprived of something it has or allowed 
to fall. Instances are not rare in which an older sibling's assault 
has impeiiled an infant’s life. Fries, for example, reports threats 
made by a boy that he might hit his sibling over the head with a 
hammer.^*^ In a case known to the writer attempts to do so were 
actually made. An openly jealous girl of four years, according to 
Levy, tried twice to throw her baby sister out of the window.^® 
Usually, however, on the basis of social learning and repression the 
aggressions quickly become covert, indirect and subtle. Often they 
are limited entirely to belittling comments and amused, unfavorable 
comparisons flavored with contempt. Sometimes covert hostility 
toward a sibling is the source of anxiety or tense irritability in a 
child, the significance of which may be completely missed by the 
mother and by the jealous child himself. 

The other reaction of especial interest to the student of adult be- 
havior disorders is the appearance of regressive behavior, either 
alone or with aggressions, following the birth of a sibling. The older 
child may suddenly lose some of his gains in biosocial maturity 
and revert to more infantile levels. New skills and newly acquired 
control, which he has not yet thoroughly consolidated, are most 
likely to be involved. Such a disruption of learned behavior is 
usually incidental to the child s general emotional disturbance over 
the situation, and not unlike other regressive reactions that he will 
have shown before, when lonely or in conflict. But regression may 
also appear in the form of direct and open competition with the 
new baby for the kind of care it is getting. The older child begins 
to whine again, talks babyishly, wets and soils himself, lies on the 
floor, crawls like an infant or declines to eat in ways that he has 
learned. 

Both aggressive and regressive tactics tend to disappear when 
the child is again fully accepted by his parents, and in such a way 
that he can feel genuinely wanted, loved, significant and secure. 
Just what the connection is between sibling jealousy and adult 

27 M. Fries, Mental hygiene in pregnancy, delivery and the puerperium.” 
Ment. Hyg„ 1941, vol. 25, pp. 221-236. r t' » 
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Press, 1943), pp. 25-26. ^ 
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emotional problems we do not as yet know. There is, however, con- 
vincing evidence that patterns of interpersonal relationships ac- 
qi^ed in the home become the bases of social interaction in tiie 
wider community, Macfarlane reports both clinical and statistical 
indications that jealousy is important as a factor in other severe 
cMdhood maladjustments, and a tendency for more children with 
sibhngs than without to faU into the jealous group. Her clinical 
impression is that the older of a pair of boys is not as likely to show 
confidence and ease in intimate social relationships, while the 
younger is not as likely to show confidence in his own abilities.** 
Behavior pathologists have long been struck by the similarity be- 
^een the aggressive-regressive patterns of infants or young chil- 
*en, and some of the most prominent characteristics seen in the 
behavior disorders.®® There are a great many indications tlint the 
two phenomena are genetically related, but we still lack complete 
longitudinal studies to establish the connection. 

Sibling rivalry in childhood probably never disappears. It merely 
undergoes socialization along with the rest of behavior. Many of 
its fruits have positive, constructive social value. The very distri- 
bution of parental affection and attention may be beneficial, in pro- 
tecting each child from getting more than is good for his person- 
ality development. Siblings can be comrades and fellow-conspir- 
ators as well as rivals. Punishment by an adult, f(ir example, has 
been found to unite siblings against him, even though previously 
they may have been competing for his attention.®^ The presence 
of siblings in the home gives each child practice in multilateral 
interaction and prepares him for the later direct cultural impact of 
neighborhood, gang and school. If both sexes are represented 
among them, siblings can also make the highly important discovery 
of sex difference at home,®* instead of in the neighborhood where 
interfamilial crises are more likely to result. 

2® J. MacFarlane, "Study of personality development,” in R. Barker, T. 
Kounin and H. Wright (editors). Child Behavior arid Development (New 
York: McGraw-Hill, 1943), pp. 307-328. ^ ^ 

80 For a critical review ofQie Uterature, see R. Sears, “Experimental analysis 
or psychoanalytic phenomena," in T. Himt (editor). Personality and the Be- 
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Brothers and sisters leam in one another’s company the tech- 
niques of sharing, not only parental love and parental annoyance, 
but also objects and activities. They learn how to cooperate, com- 
pete and compromise, how to defend, evade, attack and escape. 
Because they are like-aged and do the same kinds of thing in the 
same general ways, they unwittingly train one another in methods 
and skills that parents alone cannot easily manage. An older sibling 
learns to enjoy the experience of having and protecting a younger 
one. Younger siblings benefit by the diversions and extra stimula- 
tion provided by an older child who is less busy and dignified than 
their mother. When one has brothers and sisters there is a greater 
tendency for we-ness to develop, the sense of belonging to a clan. 

this is capable of giving the small child a head start when his 
time arrives for cruising around the neighborhood. 

The wider community 

As soon as possible after he has gained a little skill in locomo- 
tion, the average child emerges from the home on his own power. 
He now enters the expanding social universe as an individual, no 
longer accompanied and monitored by an older person. The neigh- 
borhood, spontaneous play groups and gangs begin to take over his 
further socialization. Later on the more formal secondary groups 
add their Muence - clubs, church organizations and the school. 
Into this wider community the child carries whatever behavior 
equipment he has succeeded in developing, as a part of his grow- 
ing personality, in the more intimate and protected home environ- 
ment. There, for example, he will have acquired a variety of 
manual skills and freedom in handling objects and materials, both 
of which are necessary if he is to play on equal terms with the 
neighborhood children. He will have learned at home some of the 
essential social techniques used in associating with other persons in 
group situations, and in behaving himself as one member of a 
group. 

During his early years in the home, it has been necessary for the 
parents to shelter their child, give him special privileges and in- 
timate emotional acceptance in order to satisfy his simple direct 
needs and aid him in building security out of helplessness. Once 
this period of obligatory family incubation is over, however, it is 
just as esssential to see to it that he escapes from too warm de- 
pendence into the cooler and less intimate neighborhood atmos- 
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phere. One of the greatest contributions the neighborhood can 
offer a child is that of providing him with conditions for pers onal 
interaction which approximate more closely the adult pattern than 
anything he could ever find at home. 

The moment he steps out of his home unaccompanied, the child 
loses his status as a privileged and protected individual, and be- 
comes merely one more individual in the neighborhood. The pat- 
terns of friendliness, aggression and defense he now encounters are 
different, and less predictable for him than the ones in which he 
was reared. Other children are apt to be casual and unconcerned 
about him, or surprisingly hostile and critical. Differences that 
arise are usually settled directly between the contestants without 
adult intervention or, if adults do mix into a squabble, it is often 
only to aid their own child. Friendly adults treat a neighborhood 
child more objectively than his parents do, more like a person, less 
approvingly but less critically, and with quite different emphases. 

If home has sufficiently prepared a child for the realities of life 
with others, and if there are no serious interferences by parents 
and other adults, his further socialization in the wider community 
will usually progress rapidly. Outside the home he experiences new 
freedom from supervision and a great expansion of living space. 
Oppo^nities for learning new manual skills and, play techniques 
open in many directions. His social horizons are widened by his 
coming in daily contact with children whose family backgrounds 
and social attitudes are different from his own. He learns new 
social role-taking as one member of a large, loose, heterogeneous 
community of children, instead of being limited to the few roles 
possible within a tight little family society dominated directly by 
adults. As language develops further, the child gains the use of an 
instrument that enables him to participate in the everlasting verbal 
comment and exchange of opinion around him. Through this he 
acquires a still broader base for his own social interactions. 

If a child is to get the most out of his social operations in the 
wider community, he must above all have a secure and dependable 
home base, one that he can leave without anxiety, one he can return 
to confidently for supplies, repairs and reassurance. The protec- 
tion of home is necessarily limited in scope. No parent can pos- 
sibly spread it out over tbe whole neighborhood, neither can an 
older sibling be expected to be forever watching over a younger 
brother or sister. Therefore, every child is bound to suffer rebuffs. 
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belittling, discrimination, mishandling and downright defeat from 
time to time at the hands of his associates. If, however, he can be 
sure of his home, if life there provides emotional security and sup- 
port when he needs them, a child can learn to absorb neighbor- 
hood reverses just as he learned to weather frustration and correc- 
tion at home, and by using the same general techniques that he ac- 
quired there. 

ChronicaUy punishing, denying and hypercritical parents cannot 
very well provide a safe harbor for a growing child. Neither can 
hom^ in which the atmosphere is tense with interparental enmity. 
If children from such family backgrounds caiTy out into the neigh- 
borhood the expectations and reactions they have learned from 
their parents, they may unwittingly arouse hostility or dislike in the 
other children, and so find the outside world as unfriendly as their 
home. If for any reason they gain the acceptance among others 
which they have not enjoyed at home, they may instead welcome 
social contacts. Many children with uneasy homes succeed in 
identifying themselves with their playmates’ parents in place of 
their own. Not a few cherish the childhood belief that they are 
actually the kidnapped or bartered offspring of highborn parents 
— a theme that is often encountered also among schizophrenics and 
may have similar origins. 

His parents’ own insecurities and unsatisfied personal needs also 
enter as a factor in a child’s personality development in the wider 
community. Many children emerge into the neighborhood already 
oversensitized to danger by exaggerated maternal warnings that 
stem from unusual maternal fears. In consequence they tend to 
overreact selectively to the hostile and threatening aspects of their 
surroundings. Others, accustomed at home to protective domina- 
tion by a possessive mother, find the normal challenging conduct 
of- some would-be playmates cruel or alarming, and the indifference 
of most associates cold, mean and heartless. The child whose 
mother has greatly indulged him, and trained him by her submis- 
sive behavior to expect submission from others, is rudely shocked 
and repelled by the reception his habitual aggressive demanding 
gets from his neighborhood peers, whose ways are very different 
from his mother’s. 

The children of insecure, domineering, possessive and overin- 
dulgent parents are usually incubated too long in the home before 
being released to the neighborhood. Hence they are, as a rule. 
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definitely inferior in social techniques and skills to others of their 
own age who have been able to get an earlier start.*® rihilflhnf? d 
illness, weakness or handicap may similarly retard social maturing 
if it seriously delays an individual’s induction into neighborhood 
play groups, isolates him from them for a prolonged period after 
he has already been inducted, or restricts his participation in their 
group activities. 

The isolation of children is occasionally a result of deliberate 
parental policy. Adults who for some reason feel themselves to be 
socially superior or morally in hazard may forbid their offspring 
to mingle freely with neighborhood children. This limitation is per- 
haps less serious in large families with large grounds, ample means 
and freedom to seek companions in other localities. However, the 
haughty and the morally uneasy are often in poor or moderate 
economic circumstances. Their self-imposed aloofness amounts to 
virtual imprisonment for the children in a small yard or an apart- 
ment. All such social isolates, rich or poor, become the target of 
neighborhood resentment, hostility and ridicule. One or both par- 
ents may also be chronically suspicious of outsiders, and harbor 
delusional altitudes beyond Aat of their superior quality or purity. 
The effect of this situation is sometimes to develop corresponding 
suspicions and delusions in the child. 

In socially isolated families the only boy with many sisters, and 
the only girl with many brothers, grow up under an additional 
handicap unless the like-sexed parent takes pains to offset it. They 
are either too special and their siblings indulge them, or they are 
overwhelmed by the attitudes and techniques of the other sex and 
fail to develop adequately those of their own. Clinically one runs 
across combinations of these isolating, incomplete and lopsided 
family backgrounds in lonely, eccentric and paranoid adults. 

It is always possible, of course, tliat a bad start can be com- 
pletely overcome. A frightened, socially retarded, isolated or over- 
aggressive child can be greatly helped if he is above average 
strength, has some special ability that impresses other children and 
can form an alliance with a generally accepted child.** Occasion- 
ally a child, who has been held in check or looked down upon by 

'**D. Levy, Maternal Overprotectkm (New York* Columbia Universitv 
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others, adopts and carries through an enterprising social role out of 
sheer rebellion against his domineering, critical parents or his 
patronizing companions. Their reaction to his success, and his own 
reaction to their changed attitudes, may permanently raise his social 
status. 

Nothing a child can do in the wider community is more impor- 
tant for his personality development than play. There, as at home, 
play gives him unlimited practice in manual, locomotor and verbal 
coordination. It is for many years his chief source of social experi- 
ence. In it he learns that the responses and the attitudes of other 
persons, be they protagonists or opponents, have to be allowed 
for all the time. At first, in solitary and parallel play this may 
amount to no more than learning to avoid or hold o£F encroachment 
in relation to others present in the same general play space. Later 
on, however, children learn in associative and cooperative play to 
share objects and activities with others, to participate in joint proj- 
ects and eventually to gain experience in division of labor and the 
subordination of individual to group needs and aims.*® 

Some of the earliest participative games involve simple forms of 
social role-taking. The little child must act the baby or the pupil, 
as directed, so that an older or ascendant child may play mother 
or teacher. He must later on learn the techniques of taking sides 
in group games, of showing unflinching loyalty to his own side and 
steadfast opposition to the other, even though the line-up of indi- 
viduals varies from day to day. By playing a variety of roles and 
performing different play functions, children get experience in 
what they can expect of others under varying conditions, and what 
others are going to expect of them. They master these diflBcult 
social techniques in play for the simple reason that, unless they 
earn to fit into the established patterns, they are excluded from 
participation in this most engrossing of childhood activities. 

activities, and other group enterprises, emerge the 
highly significant companionship and friendship patterns of social 
behavior. As he grows older, the child tends to move from rela- 
tively loose and casual contacts to more stable and lasting interper- 
sonal relationships with his peers. He and his companions form a 
peer subculture in which all may gain experience in social interac- 


85 Parten and S. Newhall, "Social behavior of preschool children/’ in 

m H Wright (editors). Child Behavior and Develop- 
ment (New York: McGraw-Hill, 1943), pp, 509-525. ^ 
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tion on a level of equality that is rarely if ever possible between a 
child and his eiders. His peers, in giving him opportunities for 
growing into succeeding phases of social organization among con- 
temporaries who can understand him, perform a function very sim- 
ilar to that performed earlier in the home by his siblings. 

Out of this childhood companionship and friendship behavior 
develop, not only the patterns of adolescent and adult friendships, 
but also those of courting and mating. Such an evolution is fore- 
shadowed by a striking increase in the closeness of prepubescent 
and early adolescent friendship between children of the same sex. 
In these so-called “crushes,” an observer may often witness the 
possessiveness, the jealous exclusion of potential rivals, and the ap- 
pearance of sudden, tense quarrels that are typical of later hetero- 
sexual attachments. There is little doubt that some cases of adult 
homosexuality crystallize during this phase of personality develop- 
ment although, as far as the actual dynamics are concerned, we are 
still far richer in theory than in data. 

A child’s formal schooling waits upon his acquisition of adequate 
conventional language behavior, since language and its derivatives 
are the chief instruments for molding him into conformity with his 
culture. In the typical American classroom situation, a child begins 
many years of a kind of training that has this unique quality: that 
it is more or less divorced from any immediate usefulness, indeed 
from any unmediate possibility of application. He learns things out 
of their context, about people who are dead, about functions he 
rarely thinks of performing himself, and places he never expects 
to see. He is initiated into the cabalistic mysteries of the symbolic 
^s - reading, writing, grammatical structure, ciphering and draw- 
ing. Under the social pressures of classroom and home, he builds 
up a background, mostly verbal and pictorial, for his adult life in 
the community. Through the childhood and adolescent years he 
slowly acquires vast, conglomerate systems of substitutive behavior 
in these terms. If, as an adult, he develops a behavior disorder 
these symbolic systems are sure to enter into and complicate its 
symptomatology, and sometimes to influence its course and out- 
come. 

Adolescence and adulthood 

The chasm in our society between childhood and adulthood is 
very wide. Adolescence is the long biosocial bridge that spans it. 
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The duration and complexity of the adolescent phase of personality 
development are more or less peculiar to modem industrial society. 
In other societies the transition from childhood to adulthood seems 
to be achieved more quickly and simply. Children are able to share 
progressively in the serious functions of the community life, begin- 
ning at a relatively early age. They are not held rigidly, as our 
children are, to a dependent status that differentiates them sharply 
from adults. The induction of the children of other societies may 
therefore be a graded process that allows each growing individual 
to learn adult techniques in adult situations well in advance of the 
time when he is held responsible for putting them into practice. 
Less delay is interposed also between biological fitness and social 
privilege than in our culture. 

Among subhuman species, adolescence as we understand it is 
unknown. The growing wild mammal does whatever his own indi- 
vidual phase of development permits, whenever his need and his 
opportunity appear together. There is no consensus of his elders 
or peers to worry over. He and others of his kind have neither the 
biological response equipment nor the social organization with 
which to set up uniform standards of time-bound expectation in 
relation to one another’s behavior. They are able neither to make 
nor to communicate critical analyses and appraisals of their own or 
of others’ conduct. 

Not so the human adolescent in our society. He must mature in 
an atmosphere thick with expectation and appraisal. His actions, 
needs, wishes and plans are all subject to the critical scrutiny of his 
peers, his elders and himself. During mid-adolescence the influence 
of the peer subculture is very strong.^® The predominant trend then 
is toward conformity to the group patterns of one’s own contem- 
poraries, to group needs and group aspirations, even though the 
behavior that results is combatted and condemned by adults. How- 
ever, although it is true that conspicuous elements of the adolescent 
peer culture need not correspond to coexistent adult norms, we 
must not forget that adolescent subcultures represent attempts to 
anticipate and interpret the adult status. They are derived from 
contemporary adult roles quite as much as they are from momen- 
tary social interactions at the adolescent level. The resistance that 
he develops to adult disapproval and restraint becomes an impor- 

adolescent peer culture," Yearb. Nat. Soc. Stud. Educ.. 
1944, vol. 43, pp. 217-239. 
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tant component of the adolescent’s struggle to secure and maintain 
ultimate independent status as an adult himself. 

When an adolescent is exposed simultaneously to pressures from 
the family and pressures from his peer culture he must learn a 
double orientation and serve tu'o masters. His parents’ expectations 
are sure to be colored by conditions prevailing twenty or thirty 
years earlier when they were adolescent. His contemporaries, on 
the other hand, look upon the ways of past generations with amuse- 
ment and scorn. Their accents are difFerent. Things that one age 
considers vital seem trivial or absurd to the other. The adolescent 
in this situation must direct one part of his behavior toward satis- 
fying the standards of his parents, who seem to him unaware that 
they are hopelessly behind the times. The other part is keyed to 
what he considers the modem pitch, to life as seen by his peers 
with whom he must be in harmony if he is to be happy and ac- 
cepted in his friendships, at a time when friendships are close and 
understanding. For the conscientious and for the dependent ado- 
lescent his double orientation may be very disturbing. It is uncom- 
fortably ambivalent, it makes him feel at once guilty and resentful, 
it breeds conflict and promotes anxiety. 

Many parents, and especially those who had planned on sharing 
in and guiding the life of their offspring into adulthood, find his 
growing secretiveness, his rebellious conduct and his often trans- 
parent duplicities painfully disillusioning. Their adolescent rhild 
inexplicably turns his face away from them to invest a group of 
immature young strangers with the confidence and affection that 
they feel belong to themselves. Their security and their signifi- 
cance in the parental role seem seriously threatened. When the 
adolescent also shows signs of increasing sex interest, any misgiv- 
ings his parents may have been entertaining over social change and 
sin are apt to be reinforced by anxieties revived from the conflicts 
of their own adolescence. In other words, this second age of re- 
sistance, like the first one in early childhood, is complicated by per- 
sonality problems of his parents as well as by the adolescent’s own 
biosocial growth. 

Early in adolescence growth changes appear that may pose their 
own hiosocial problems. Radical alterations in the endocrine bal- 
ance develop, and the body contour begins to approximate adult 
sex differences. During adolescence there are cycles of acceleration 
and deceleration of growth, which are very often asynchronous for 
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different parts of the body. Because of uneven, unfamiliar or dis- 
proportionate development both sexes pass through periods of 
clumsy awkwardness that for some individuals prove quite humili- 
ating. The adolescent may be acutely dissatisfied with his or her 
size, weight, facial appearance and general body proportions, if 
they seem to compare unfavorably with those of associates or with 
family standards and expectations. In a careful study of ninety- 
three adolescent boys, for example, it was found that somatic 
variations had definitely disturbed twenty-nine, while for five they 
had constituted a major problem in adjustment.®^ 

For one thing growth peculiarities expose the adolescent to dis- 
paragement and ridicule at a time when he is exaggeratedly re- 
sponsive to the opinions of others. He is dependent upon them 
for acceptance and social status, and upon social status for his own 
self-esteem. This situation also accounts for the unusual concern 
over skin blemishes, body odor and general cleanliness that charac- 
terizes the adolescence of a great many boys and girls. A typical 
adolescent need is the need to conform, to be like his peers, to 
avoid being considered in any respect out of step or peculiar. It 
must not be forgotten that, although wide individual variations in 
all phases of development are the rule in this phase, our society 
maintains a scale of expectations in appearance and behavior that 
really makes little allowance for inequalities. However, inability to 
conform to the expectations of elders and peers is not as a rule suf- 
ficient to precipitate adjustment problems by itself. There must 
also be general insecurity in social relationships, habitual anxiety 
over the impression one makes upon others or a lack of genuine 
satisfactions in other aspects of ones life. 

Sexual developments during adolescence help materially to intro- 
duce important changes in social behavior. The definite shift in 
attitudes and interests that follows establishment of the menstrual 
cycle is a case in point. It has been found that almost regardless of 
age, size, previous interests or family background, girls react to this 
first impressive sign of adult sexuality by significant increases in 
attention to appearance and adornment, in heterosexual interests 
and activities, in the avoidance of vigorous exercise and in day- 
dreaming.®® Nothing could illustrate better the dynamic interplay 


“Adolescent problems related to somatic varia- 
tions, Yearb, Nat. Soc. Stud. Educ., 1944, vol. 43, pp. 80-99. 

“Attitudes and interests of premenarcheal and 
postmenarcheal girls, /our. Genetic Psychol., 1939, vol. 57, pp. 393-414. 
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of biological and social factors in personality growth. The girl 
experiences a new physiological incident and reacts to it by adopt- 
ing seriously those characteristics of the adult feminine role whi^ 
the change implies for her, a role which she has already learned in 
childhood play, reading, talk, fantasy and the movies. 

It is often taken for granted that all children and young ado- 
lescents welcome impatiently the signs of oncoming maturity. On 
the conteary, many greet them with regret, anxiety, resentment or 
perplexity. If, for example, a girls previous training and experience 
have made her overvalue childhood dependence or shun as sordid 
and sinful the sexual and maternal aspects of adult life, the indica- 
tions of approaching womanhood may well upset her. She may 
seek in every way possible to conceal, minimize or deny them. 
There are boys also who find their maturation upsetting, grow 
anxious and guilty over tumescence and nocturnal emissions, delay 
lowering the pitch of their voice and lament the appearance of 
fuzz on lip and cheek. These reactions are likely to be accentuated 
if an insecure, hypersensitive adolescent happens to mature more 
rapidly than others of his age and so to be the subject of taunting 
comments. 

Vi^hether adolescence is in itself necessarily a period of emotional 
upheaval or whether, as students of other societies hold, it is our 
particular culture that makes it so, is still an open *question.39 There 
can be little doubt, however, that most serious adolescent problems 
are traceable to childhood difficulties. The child grows into and 
through adolescence to adulthood by a continuing biosocial process. 
Typically there is no break in that continuity. The techniques and 
attitudes of late childhood are modified through social learning to 
become the techniques and attitudes of early adolescence, and 
these in turn are similarly modified in the successive phases of 
adolescence and adulthood. 

Adolescence is anything but a socially static period of develop- 
ment. Shifts in status and in the demands made upon a given indi- 
vidual, such as we find during childhood, occur here also. In 
schoolgirls, for example, it has been found that the patterns of 
social behavior carrying group prestige in early adolescence change 


‘ssSee the ffiscussion in G. Bateson, “Cultural determinants of personality” 
ni J. Hunt (editor), Personality and the Behavior Disorders (New York: Ron- 
ald Press, 1944), pp. 714-735; R. Linton, Cultural Background of Personalitu 
(New York: Appleton-Century, 1945), pp. 67-68 and 12^153. 
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place in mid-adolescence with behavior previously condemned.^® 
It is obvious that to meet such shifts, it is more useful for a girl to 
have learned to be adaptable and personally secure than to have 
learned fo behave in one set fashion or to lean constantly upon the 
approval of others for support. 

In short, the biosocially competent child stands a good chance 
of becoming a competent adolescent, while the child who reaches 
pubescence a diffident, asocial, romantic daydreamer, or an anxious, 
overconscientious worrier, stands at least as good a chance of day- 
dreaming or worrying on into adolescence, and developing char- 
acteristic maladjustments there. The social attitudes and tech- 
niques with which adolescents meet their more grown-up world 
are essentially the ones they learned at home, in the neighborhood 
and on the school playground. If an individual cannot adapt pro- 
gressively to the shifting conditions of adolescent and early adult 
life, it is far more hkely that the fault lies in his own learned 
organization of social behavior than that it is our “modern times,” 
his new companions, or adolescence-in-the-abstract that is to 
blame. 

As an adolescent grows more and more into adult ways, and 
choices that once seemed fictional now loom directly ahead, the 
range and depth of his insecurity may sharply increase. He dis- 
covers that, in practice, freedom from parental discipline has all 
sorts of qualifying riders attached to it. When he gets ar real job 
he finds himself bound to work for strangers, all day and every day. 
If this is his first experience in a genuine work situation, he is likely 
to be unpleasantly surprised by the contrast between his em- 
ployers’ attitudes toward him and the expectations he had built 
up on the basis of authority patterns at home and in school. To 
him it may also seem as though his fellow-workers seek advance- 
ment by any means at hand, even deliberately at his expense. This 
wholcgSituation duplicates on a more organized adult level what he 
found, if he was given the opportunity, when he first emerged from 
his proterting home to play and compete among unfeeling contem- 
poraries in the neighborhood. But now the game is for keeps and 
the stakes are social status and a living. 

The close and increasingly mature relationships with outsiders 
which the average person develops in late adolescence and young 

adolescent personality by adolescents,” Monos. 
Soc. Res. Child Devel., 1939, vol, 4, pp.1-88. ® 
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adulthood, and his normal secretiveness over his own affairs, very 
often hrin^ him into conflict at home* As his tastes and interests 
approach adult patterns, his activities tend to encroach more and 
more upon Aose of his parents, and to disregard the needs of his 
younger siblings. He and his friends move in on the parents of an 
evening, for example, and unless resisted may dispossess them 
from their own living space. Because of his need to maintain 
prestige among his peers, the late adolescent can no longer brook 
dirtation or open criticism of himself or his friends, whether or not 
it is justified. Either his parents must make all the concessions or 
he must live elsewhere. 

If his decision is to move out, the adolescent or young adult will 
find that, while he gains considerable freedom in choosing his asso- 
ciates, he must now do almost everything in public or semi-public 
places, except wash and sleep. He is usually obliged to take a step 
downward in living standards, to a drab and lonely room, where 
he is likely to discover that interested strangers persist in keeping a 
vigilant eye on his coming and going. He will miss the kind of 
relaxation and off-duty companionship he once had at home. If his 
standards of sex conduct have been rather strict, his normally in- 
creased sex tensions may raise new conflicts or aggravate old ones. 
Eventually, if he is not to become a chronic dependent, a social 
isolate or a vagrant, he must find a place for himself in the socio- 
economic framework of his community, loosen or break the emo- 
tional home ties, and choose a wife with whom to establish a home 
and produce his own family. When he has done this he will have 
fulfilled the objective conditions for biosocial adulthood. 

Young women, for their part, must choose a man who can give 
them the emotional and economic security they need to organize a 
home and raise a family. Their own eventual socio-economic status, 
and that of their children, will to a very large degree be deter- 
mined by the success and satisfaction of their husband. Hence it is 
that, although they must often find work at first too, girls and young 
women are far more preoccupied with questions of marriage than 
are boys and men, whose status depends mainly on their own 
career. 

. In certain respects a maturing woman is not required to achieve 
the same independence and initiative that a man is. She expects 
to remain somewhat protected by her husband, to lean upon him 
emotionally as well as economically. Nevertheless she also must 



52 PERSONALITY DEVELOPMENT AND BEHAVIOR DISORDERS 

lOTsen her parental ties and assume sexual and domestic responsi^ 
bilities. She must learn to make and carry through her own work 
schedules and subordinate many of her girlhood wishes to neces- 
sity. Others expect her to welcome pregnancy and to accept gladly 
the duties of motherhood, as prescribed by social convention and 
her child s biological needs. The responsibility for providing max- 
imum comfort and health for the family, within the limits of her 
husband s income, also rests upon her shoulders. So does the gen- 
eral standing of her household in the neighborhood community. 

Many of the personality problems that lead over into behavior 
disorders during adolescence and adulthood seem to begin with 
defective emancipation from the parental home, and to arise out 
of strongly ambivalent attitudes toward adult responsibilities and 
adult sexuality. An individual who crosses the adolescent bridge 
holding onto the parental hand, and carrying with him his child- 
hood attitudes, will arrive at adulthood still playing the role of filial 
dependent. He will be inexperienced in walking alone. He will be 
emotionally tied to an older generation instead of free to form at- 
tachments with his own. He will see the world from the perspective 
of his position at his parents’ side. Because of inexperience with 
adult roles and adult perspectives, he may be afraid and insecure 
when the time comes to strike out toward full adult status. If the 
opportunity for an adult sex partnership with emotional equality 
comes to him, he may find himself anxious, guilty, indecisive and 
perhaps unable to abandon the security of his dependent filial role. 

For those persons whose attitudes and social role-taking remain 
at immature, dependent levels, many adult situations that seem 
quite ordinary to the average individual may constitute formidable 
obstacles or raise insoluble conflicts. The relative social incompe- 
tence that such men and women show, the result of inadequate or 
distorted personality development, must indeed be reckoned among 
the most important sources of individual susceptibility to the be- 
havior disorders. For just as normal personality development de- 
pends upon one’s organizing interlocking systenxs of attitude and 
response into appropriate and effective roles, so the development 
of behavior disorders depends upon the crystallization of personal 
reactions and social role-taking into inappropriate and maladaptive 
patterns. 



Behavior Organization 
and Behavior Pathology 


IN THE NEUROSES AND PSYCHOSES it is often 
quite obvious, even to a relatively unskilled observer, that some- 
thing is decidedly wrong with the organization of a person’s be- 
havior. The patient s attitudes appear remarkably rigid and unal- 
terable, or they seem disconcertingly unstable and confused. His 
responses may be glaringly contradictory, ineffectual, exaggerated, 
apathetic, inappropriate or grotesque. The unpracticed observer’ 
no matter how hard he tries, is apt to find himself unable to enter 
into and grasp the patient s point of view as to what is going on in 
tbeir common surroundings. The patient, for his part, is also quite 
incapable of looking at his own experiences from the more de- 
tached standpoint of the observer. In short, neither observer nor 
patient is able to take the role of the other person effectively, to 
share his attitudes and see things from his perspective. 

Here we have come upon a fact of fundamental importance in 
our field — that behavior pathology is to a considerable degree 
based upon serious defects in the techniques of sharing the perspec- 
tives common to one’s own society. The difficulty in a specific case 
may stem from a failure to acquire adequate social skill in role- 
taking during early personality development, or it may represent 
the loss or distortion of role-taking in a person who had once ac- 
quired sufficient skill. Indeed, we shall find that sharing attitudes 
and taking roles are matters of the utmost significance for therapy 
also. For one of the most difficult tasks in the treatment of behavior 
disorders is that of learning to see a patient’s problems from his 
highly individualistic, personal perspective, while leading the 
patient to share some of the therapist’s impersonal detached atti- 
tudes toward symptoms and their origins. This is the basis of rap- 
port and one of the factors in transference. * 
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All of the attitudes and responses found in behavior pathology 
are in some way related to and derived from normal biosocial be- 
havior. A great many of them turn out to be little more than inef- 
fectual attempts to meet adult frustration, deprivation and conflict 
with reactions that occur normally in infancy, childhood or adoles- 
cence. The behavior is socially immatvue, or as we often say, 
regressive. But even the most bizarre distortions of behavior, as we 
shall see in the compulsive disorders and schizophrenia, can be 
traced to origins in anticipation, disorganization, ambivalence, spe- 
cial sensitiwty or symbolic confusions, such as any normal per^n 
may experience temporarily or to a minor degree. Hence, if we are 
to orient ourselves and feel at home in the presence of behavior dis- 
orders, it is essential that we begin by running through some of the 
directly pertinent facts of behavior organization. 


Attitudes and responses 

Attitudes, whether normal or abnormal, are important chiefly 
because they determine the range of specific responses that a per- 
son gives in any stimulating situation.^ For example, a mans atti- 
tude in entering a room will be one thing when he expects to find a 
welcome friend waiting there for him, and quite another when he 
expects to find a bill-collector or a bore. The attitude may begin 
before he enters, continue as he greets his visitor and converses with 
him, and persist even after the visitor leaves. The man’s wife, if 
she knows his attitude, can predict quite accurately the range' of 
his specific responses, the character of the greeting, the course of 
the conversation and even some of the phrases, her husband’s part- 
ing salutation, and his after-reaction if he joins her when the visitor 
has left. In other words, attitudes may be determinative to a degree 
that enables the person who is familiar with them to predict the 
character and drift of another’s specific behavior. If a person can 
foresee his own attitude in an anticipated situation, he may likewise 
be able to predict a good many of his own responses to it. 

^In the field of behavior pathology we shall find it necessary to 
distinguish between the attitude, and the responses, as constituents 
of a unitary reaction. The attitude is the relatively widespread. 


* A review of the concept of attitude in contemporary psychology 
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diffuse aspect of a reaction which functions as a behavioral back- 
ground, preparing for, supporting and prolonging certain responses 
and not others. In contrast to this, a response is the more specific, 
localized aspect of a reaction which emerges from, and is supported 
by, the more sustained attitude. Putting the distinction in config- 
urational terms, an attitude is the behavioral ground while the re- 
sponses are its figures. 

As a further illustration of this distinction let us take the meeting 
of two friends. When they sight and accost each other in the street, 
the adient kinetic and tensional patterns that bring and keep them 
close together we can include as part of the behavioral background 

the friendly attitude. The smiles and gestures, the words of 
greeting and the handshake or kiss are friendly responses which are 
facilitated and supported by the attitude. If the supposed friend 
proves at close quarters to be a total stranger or if, in our earlier 
example, the man enters the room jauntily because he expects a 
friend and finds the bill-collector, there is at least a momentary 
disorganization of response. Until a shift can be made to a new 
attitude appropriate to the situation, the reacting person is very 
likely to show confusion and incoordination. He lacks the attitude 
he needs to support the appropriate responses. We shall find abun- 
dant opportunity for the application of this principle when we come 
to consider the often weirdly inappropriate behavior of the delirious 
and the schizophrenic. 

From what we have been saying, it must be obvious that atti- 
tudes are dynamic, ongoing behavior just as are the responses they 
facilitate and support. In studying behavior pathology we must 
never lose sight of the fact that, no matter how complex and con- 
fused they may become, human attitudes are always the biosocial 
activity of human organisms. At no point in their development or 
their operation need we assume that attitudes have suddenly disap- 
peared into a mind or psyche — like a bat disappearing into an attic. 

Anticipation and behavior pathology 

We have said that an attitude may not only determine the range 
of a person s responses, in any given situation, but also prepare the 
ground in advance for his responses to appear. This function we 
ordinarily call anticipation, and the phase of any act preliminary to 
a given response sequence we call the anticipant attitude. As might 
be expected, anticipant attitudes play a very prominent part in be- 
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havior pathology. We see them repeatedly in the protracted ten- 
sions of anxiety, apprehension, worry and remorse as these appear 
in Ae neuroses and psychoses. Anticipant attitudes figure also in the 
(juite difiFerent, but no less abnormal, patterns of elation and ecstasy 
in paranoid disorders, schizophrenia and mania , 

Let us turn once again to infant feeding for a normal illustration 
of the development of anticipation. The hungry infant, brought 
into oral contact with a nipple, reacts with specific grasping and 
sucking responses, and these are supported and facilitated by a 
simultaneous attitude pattern of movement and tension. With prac- 
tice, both the grasping-sucking responses and the .suckling attitude 
unprove in organization. The attitude begins to appear more read- 
ily and grows progressively more efiFective in facilitating the nursing 
responses, while it simultaneously inhibits those responses which 
compete and interfere with nursing. 

It is clear from this illustration that anticipation arises as a tem- 
poral extension of the attitude. The widespread, diffuse movement 
and tension patterns of nursing after a while begin to appear while 
the nipple is approaching, but definitely before oral or digital con- 
tact is possible. Eventually these attitudinal patterns develop in 
relation to the first sounds and movements that a mother habitually 
makes in preparing to feed her baby. It is this temporal extensim 
of the attitude, which prepares a behavioral background in advance 
of the appropriate responses, that we have called the anticipant 
attitude. 

Anticipation often leads also to an individuals giving reactions 
in the early phases of a sequence which belonged originally to the 
consummatory phase or climax, or belonged even to the after-phase 
that follows consummation. Thus, our hungry infant comes in timp 
to smile, coo, gurgle and reach when his mother merely appears 
upon the scene or only speaks to him, in spite of the fact that his 
need-tensions may be increased and not alleviated by her advent. 
His mother now feels justified in saying proudly, "Yes! He knows 
he is going to be fedl” We, in the more restrained tradition, are 
permitted to say merely that he is now showing anticipant behavior, 
and to mean by this only that he is reacting to early phases of a 
developing situation in ways originally given by him to a climactic 
or an after-phase. 

T^e temporal extension of attitudes, into more or less protracted 
anticipant phases, also prolongs the period during which an act 
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may be influenced by other simultaneously occurring processes. 
Moreover, the sustained tension of anticipation, if it is of moderate 
intensity, may facilitate leartiing. In brief, the development of an- 
ticipation multiplies opportunities for the extension and elaboration 
of behavior patterns — and that frequently on the basis of mere 
proximity in space-time. An act acquires new excitants and be- 
comes secondarily related to and integrated with other attitudes. 
Through these and other processes, occurring in the thousands and 
tens of thousand learned reactions of everyday living, we all ac- 
quire attitudes or behavior backgrounds that overlap and interlock, 
because they have occurred in space-time proximity, have similar 
or identical components, or acquire equivalent excitants. 

This brings us to a conclusion of prime significance for behavior 
pathology. Human reactions may acquire new excitants and under- 
go important modifications which are wholly inexplicable on 
grounds of verbal logic, whether we call it conscious or unconscious 
logic. Because symbolic confusion is so prominent and so fascinat- 
ing a characteristic of some behavior pathology, the mistake has 
been made of insisting that therefore all symptom-formation must 
be explained in terms of verbal distortion, inversion, punning and 
shrewd concealment or disguise. In contemporary psychopathology 
we are still devoting incredible effort to the task of converting the 
facts of social learning into the fiction of unconscious verbal logic. 
The truth is that a great deal of symptom-formation develops in 
accordance with the logic of non-verbal operations,^ through exten- 
sions and modifications such as we have already mentioned. We 
must continue to keep on the alert for symbolic mutations and dis- 
tortions, since human beings all live by the word, but we cannot 
dismiss all other possible origins of behavior pathology, just be- 
cause symbols appear more learned and profound than other oper- 
ations. 

While it is true that in some behavior disorders the peculiar pat- 
tern of anticipation or its great intensity is the most arresting fea- 
ture, in others the chief abnormality is in neither the design nor the 
intensity of anticipation, but in its being socially invalid. Thus, a 
patient may prepare for an expected disaster or ecstasy in Ae 
shared field of social operations, when all of the incidents that 
might justify such expectant behavior lie wholly within his un- 
shared, private fantasy. For example, a patient of ours prepared 
2 For a definition and further discussion of this, see Chapter 6. 
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for a marriage, engaged a minister and invited guests, although 
everythmg leading up to this social, overt conduct had been carried 
on in his own thinking. There was indeed a prospective bride, a 
person known to the minister and the invited guests, but she had 
neither given her consent nor been notified of the wedding arrange- 
ments. The patient’s confusion when she failed to appear for the 
occasion showed the extent to which his asocial fantasy activities 
had spilled over into the field of social operations, where public 
fact contradicted private assumptions not grounded in it. 

Exclusion and inclusion in behavior organization 
Competence and adequacy in behavior organization, like success 
in baking a cake, depend as much on what is left out as what is in- 
cluded. The normal acquisition of skill illustrates this. As a child 
learns to write, for instance, the writhing, shifting, tongue-twisting 
and grimacing, which are initially present, gradually disappear. 
Likewise, competence and adequacy in baseball playing, sewing 
and auto-driving are just as much products of exclusion as functions 
of accuracy and poise. When precision suffers under ordinary emo- 
tional disorganization, it is the reappearance of previously excluded 
responses that helps to make one’s performance ineffectual, and 
gives to the observer an impression of awkward floundering. 

Maximal effectiveness is reached in precise, more or less auto- 
matized operations when contradictory, competing and Irrelevant 
reactions have been excluded from participation. On the other 
hand, for maximal effectiveness in relatively unpredictable devel- 
oping situations, it is essential that the organization of behavior 
remain such as to permit the inclusion of any one of a number of 
possible variant reactions. The behavior organization at one ex- 
treme we should call stable and exclusive, and that at the other 
extreme unstable and inclusive. Normal complex behavior shows 
considerable variation between these extremes. 

Some fascinating exaggerations of these normal behavior variants 
can be found in the behavior disorders. In hysterical inactivation, 
for example, one sees remarkable extremes of overexclusion. Not 
only may the particular reactions of a hand be eliminated, if they 
contradict an hysterical disability that is necessary to the patient, 
but the exclusion quite often carries with it nearly all activity of 
the member, and we have hysterical paralysis. If and when the be- 
havior systems responsible for this inactivation have been reorgan- 
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ized by appropriate therapy, the hysterical paralysis may sWly 
disappear without special attention to it. Through treatment <rf 
thwarting and conflict, the need for eliminating reactions of the 
hand is removed or satisfied and the hysterical reaction, which was 
originally developed in relation to this need, goes with it. 

In the opposite direction, certain compulsive and schizophrenic 
patients show an exaggerated instability of behavior organization 
with a relative inability to exclude contradictory, competing and 
irrelevant reactions (overinclusion) . In compulsive doubting, which 
gives rise to some very interesting ritualistic practices, the patient is 
often unable to exclude even the most remote and insignifirant con- 
siderations from influencing a developing act. These are typically 
marshaled on opposite sides of a decision, and peeled off in oppos- 
ing pairs to offset each other, like partners in a folk dance. A com- 
mon result of this vacillation is that the patient’s behavior cannot 
develop direction and enter upon a consummatory phase. The un- 
treated patient either learns to avoid situations that arouse com- 
pulsive vacillation, or he develops rituals which in one way or 
another bring him a closure effect that serves him as consumma- 
tion and, at least temporarily, reduces the tensions of conflict and 
suspense. 

Extravagant overinclusion is characteristic of schizophrenic dis- 
organization. A patients unstable behavior organization does not 
limit the number and kind of simultaneously effective excitants to a 
relatively few coherent ones. In consequence, his reactions are not 
sufficiently restricted in range for him to deal with even the ordi- 
nary situations of daily living. Schizophrenic patients often complain 
of the way everything seems jumbled up and crowding in on them, 
but it is actually their own behavior disorganization that makes the 
situation seem impossibly unrestricted and confused. In extreme 
cases, as in the clinical example about to be given, a patient may 
^ow so bewildered by the mfinite ramifications of his own reac- 
tions that he is helpless to cope witti ordinary everyday demands. 
Living arrangements have to be artificially simplified and routinized 
for him, as they are in well-run psychiatric hospitals, if he is ever 
to reorganize his behavior and regain his health. 

, The following verbatim statements, taken down in shordiand 
the writer during an experiment with schizophrenic subjects,® will 
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illustrate the confusion that such disorganization can bring to a 
patient The experimental task was that of sorting colored blocks 
of several shapes into a specified number of groups. This could be 
achieved only in accordance with one principle of grouping which 
was left to the subject to discover and formulate. The sorting was 
carried out on the office desk. No culturally defined useful objects 
— such as boxes, papers, blotters, food or watches — were included 
in the test, but only the meaningless blocks. Throughout the trials 
our patient was cooperative and earnest. He exhibited, however, an 
irresistible tendency to include objects on the desk and on the ex- 
perimenter’s person, parts of the room, things he pulled from his 
pockets, a racial problem of color discrimination, the clothing of a 
man we could see outside the window on a porch, and even the 
experimenter himself whom the patient recommended be remade 
of wood and cut into blocks. Here are some of his comments that 
bring out the instability and lack of exclusion which helped make 
the problem for him completely insoluble. 

“I’ye got to pick It out of the whole room. I can’t confine myself 
to this game.” . . . "Three blues [test blocks] — now how about that 
green blotter? Put it in there too. [Green] peas you eat 4 — you 
can’t eat them unless you write on it [pointing to the green blotter]. 
Like that wrist-watch [on experimenter’s wrist, a foot from test 
board] — I don’t see any three meals coming off that watch.” 
“White and blue [blocks] is Duke’s Mixture. This [pulling out 
cigarette paper] is white. All this wood and Japan [producing 
match box]. There’s a man out there [on porch] with a white tie — 
that’s got something to do with white suits.” . . . “To do this trick 
you d have to be made of wood. You’ve got a white shirt on — 
and the white blocks. You have to have them cut out of you! 
You’ve got a white shirt on - this [white hexagonal block] will hold 
you and never let you go. I’ve got a blue shirt on, but it can’t be 
a blue sffiit and still go together. And the room’s got to be the 
same. . . . Considering the feasibility of grouping certain white 
and yellow blocks together, the patient asked, “Are there any 
Chinese working here?” (No.) “Only white ones - then you can’t 
put them together.” 

Ambivalence and ambitendencies 

To be able to think about and choose what one is doing, or about 

4 The patient had come straight from the dining room where peas had 
been served as part of the meal. r 
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to do, is a great and indispensable hiunan privilege, but to be un- 
able to do anything without pondering and choosing can be a 
deadly curse. Well-routinized activities - such as walking, dressing, 
opening the morning mail, starting one’s daily machine operation 
or one’s housework - almost take care of themselves. Indeed, the 
less ruminating and choosing one includes in going through habitual 
movement sequences, the more likely they are to tick oflE smoothly 
and easily. 

These seemingly banal and self-evident statements become unex- 
pectedly pointed the moment one begins to study compulsive dis- 
orders. When, for instance, it turns out that almost every step in a 
formerly routine behavior sequence now calls for a specific decision 
by the patient before it can be completed, the observer suddenly 
recognizes the blessings of economy and freedom that the organized 
routine normally bestows. After he has watched a compulsive take 
two hours of vacillation to complete what should have been a fif- 
teen-minute dressing routine, and emerge fiom it perspiring and 
exasperated, he is struck afresh by the simple truth that behavior 
routinization is one road to personal liberty for the situations de- 
serving choice and cogitation. 

But no matter how much routine enters into ones daily living, 
there are always left a great many situations that present us with 
alternatives and the necessity or the privilege of choosing. Natu- 
rally, if the preponderance of deciding factors heaps up on one side 
of the balance, our hesitation will be slight and momentary. If, on 
the other hand, the situation calls out behavior trends which are 
opposed and approximately equal, our choosing may become a pro- 
longed and difficult labor. Our consummatory response will then: 
be held in suspense until some less immediate factors come into 
the situation to throw the decision one way or the other. If, for, 
example, a restaurant menu allows us roast pork or baked salmon, 
and we dislike fish, the decision comes quickly. But if we like them 
both very much the waiter waits. Secondary considerations must 
have time to enter the lists — what will our companion order, and 
how important will fishy breath or fat digestion be later on in the 
evening? Perhaps a religious proscription tips the balance; pork is 
forbidden or fish mandatory. Eventually the strains of indecision 
are relieved by the consummatory response, and then one is free 
for conversation, fantasy or the evening paper. 

We call reactions, in which simultaneously opposing trends play 
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a significant part, ambivaleta reactions, and we speak of the ten- 
dencies to react in opposite directions as ambitendencies. Obvi- 
ously ambitendencies are common occurrences in behavior and 
ambivalence is a characteristic of everyday normal, as well as of 
pathological, reactions. Ambivalence often develops for the simple 
reason that an excitant appears in a context de man ding an opposite 
reaction, as when a boy’s mother shows up on the playground 
where mothers are held in low esteem, or an adult’s loathed enemy 
unexpectedly sits down next to him in church. Ambivalence also 
occurs when a person is distracted, or preoccupied, even in rela- 
tively unemotional situations, simply because some component re- 
sponse in a behavior sequence happens to belong at the same timp 
to another behavior sequence where it operates difFerently. A man 
starts to dress for dinner and suddenly finds himself vacillating be- 
tween donning pajamas and reaching for a suit. 

Nowhere in normal behavior is ambivalence more prevalent, and 
nowhere in behavior pathology are its implications more serious, 
than in a person’s affectional relationships and in those ethical and 
religious attitudes whose early development ties them in with his 
affectiond behavior.® After all, parents must play the dual roles of 
giver-denier and comforter-punisher, and inevitably rear children 
whose filial attitudes are ambivalent. Ambivalence grows also out 
of the interpretations a child places upon interparental behavior, 
particularly if parental rivalry divides his loyalties. 

One danger of pronounced filial ambivalence is that, like other 
learned reactions, as it becomes established it is likely to generalize 
to other sources of affection and authority, sacred and secular, as well 
as to one’s adolescent and adult friendship and love relationships. We 
know that emotional acceptance and emotional attachments play 
a leading role throughout personality development, and to a con- 
siderable degree determine one’s effectiveness as an adult biosocial 
person. Smooth care, comfort and mothering spell security for the 
infant In childhood, acceptance and reassuring affection from two 
parents at peace with one another provide the secure base from 
which a boy or girl may explore and test the wider community. 
Practice in well-defined affectional relationships at home, whidi gen- 
eralize and matiu’e biosocially among one’s childhood friends, pre- 
pares the way for emotional effectiveness in one’s adolescent peer 
culture. Many social skills not particularly emotional in character 
® Ckanpare the discussion of this under “Early TrtUning,” in Chapter 2. 
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can be built effectively only upon a foundation of emotional ease 
and rapport with one’s companions, that is, upon the acquired abil- 
ity to share attitudes and social perspectives. Strong ambitenden- 
des in these fundamental, direct relationships with otiiers leave 
one tense and awkward in social interbehavior. The unusually 
tense and maladroit adolescent or adult, whose ambitendendra 
have kept him from entering into the social life of others, is more 
susceptible to behavior disorder than the average. He lacks the 
social skills upon which emotional acceptance and support from 
others depend, and since it is from these that most adolescents and 
adults derive their security, he also lacks security. 

Enough has already been said about sibling rivalry, and about 
friendship patterns m child and adolescent peer cultures, to prepare 
us for the ambivalent attitudes of competition-cooperation and 
hostility-affection which normally appear in these relationships and 
spread to other and later equivalent situations. We see the same 
phenomena in adult life, complicated by the intricate and often 
contradictory relationships in mature sexuality, marriage and par- 
enthood. Ambivalent attitudes toward pregnancy and motherhood 
may lead a woman, who cannot accept the role now given to her to 
play, toward a disorganizing division of behavior. She may actually 
deny her marital and pregnant state and, after delivery, be unable 
to recall her pregnancy or accept the baby as her own. It is this 
overt exaggeration of behavior trends — in normal conduct at most 
obscurely hinted at, implied or vaguely felt -that makes behavior 
pathology an attractive and potentially fruitful field for the student 
of human personality. In the following case, for ftYgnipl e, we 
plaWy witness an abrupt shift from filial love to filial hate, repre- 
senting an open alternation of responses which have an abnormally 
unstable background of ambivalent attitud e s. 


The widowed mother of a twenty-two-year-old unmarried woman 
failed for several years to recognize that her daughter’s progressive 
ineffectaality and withdrawn asocial conduct were more serious 
than simple laziness, flightiness and inherited eccentricity. When 
finally the mother gave in to expert opinion, she and a nurse accom- 
panied^ the patient to the hospital in a railroad train drawing room. 
E^ly in the trip mother and daughter were obviously on friendly, 
aflectionate terms which both nurse and worried mother took as a 
happy omen. However, with no warning or sign of a coming 
change other than a brief period of quiet, the patient suddenty 
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struck her mother in the face and was only prevented from further 
assault by the nurse’s intervention. After several minutes of struggle, 
during which she reviled her mother obscenely, the patient became 
suddenly tearful and penitent over what she had just done and 
said. She was unable herself to account for the outburst which 
seems to have been almost as imexpected to her as to her com- 
panions. 

'Such abrupt shifts from affection to aversion are common incidents 
in schizophrenic behavior. They merit more intensive study than 
they have so far been given. 

We are all familiar with the ambivalences that characterize 
ethical and religious conflict. Some persons seem to carry over into 
adult problems of right and wrong the unresolved ambitendencies 
of their childhood filial attitudes, or they may generalize from mor- 
tal father to God the Father. Others, perhaps on similar grounds, 
react to any strong social taboo as to a personal challenge. It is the 
rebellion that is sacred rather than the cause. To many individuals 
the secret excitement and danger incidental to wrongdoing consti- 
tute the great temptation; and they may even be equated to sexual 
excitement, as we shall see in compulsive shoplifting. To every 
human being, who is still in some respect imperfect, there remain 
some fascinations not approved in his society, some reaction ten- 
dencies that are held in check by their opposing trends, but never 
quite extinguished. From these residual fascinations may come, in 
optimistic mood, some indulgence in a forbidden enterprise or, in 
pessimistic mood, remorse and shame at the mere remembrance 
that one had ever been so much as tempted to indulge. 

Mood can be mightier than conscience. No one who has ob- 
served others impartially can help being impressed by the influence 
of a person s prevailing mood upon his choice of one horn or the 
other in an ethical dilemma. As a rule optimism favors sinning if 
sinning means indulgence, and pessimism virtue if virtue means 
denial. One sees such a contrast sharply drawn when the same per- 
son arcs through a hypomanic swing into a mild depression, espe- 
cially when neither change incapacitates him, and he remains a free 
agent in his usual environment. For deeds, words and unsaid atti- 
tudes that seem to the patient natural and commendable during 
mfld elation, may give way within the space of a few hours to con- 
trition and humiliating self-condemnation, when the mood dips, 
shift in ethical standards with the mood, important as it so 
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often is for normal persons, becomes literally a life-and-death mat- 
ter for Ae frankly depressed or manic patient, the one often seek- 
ing punishment in suicide and the other jeopardizing his own and 
others’ safety through a reckless initiative. 

Frank ambivalence in ethical and religious matters becomes most 
manifest in the compulsive disorders, and most grotesque in schizo- 
phrenia. The common outcome in compulsions is an alternation 
between irresistible sinning, direct or substitutive, and equally irre- 
sistible penance and self-purification. In schizophrenia one some- 
times encounters bizarre confusions of self-beatification and self- 
revilement. These may culminate in mystical symbolic sacrifice and 
occasionally, but for the observer unforgettably, lead to gruesome 
self-mutilation or immolation. In practice it is often difficult to dis- 
tmguish between the vague preoccupations with abstract moral and 
cosmic questions that plague adolescents, and the beginnings of 
abnormal compulsive thinking or of schizophrenic disorganization. 
Here, as elsewhere, normal and pathological overlap. But although 
one my merge imperceptibly into the other, it is still only the ve^ 
exceptional case that passes from adolescent pondering into patho- 
logical behavior. 

Reaction-sensitivity 

It is not difficult to show that one^s special sensitivities may be 
derived from what one does, what one thinks, fears, hates "and 
loves. Not so long ago the belief was almost universal that sensi- 
tivities were usually a matter of delicate sense-organs and nerves. 
Thus, composers and performers of music were supposed to keep 
their hair long to protect their hypersensitive ears. The clear supe- 
riority in visual perception that an experienced sailor shows at sea 
was likewise held to mean superior optic sensitivity, and few 
doubted that slender, hypersensitive fingers were basic equipment 
for skillful surgery. 

Today even children know that Beethoven was deaf during most 
of his career, and no serious music-lover would be disturbed if news 
leaked out that Shostakovitch would soon be as bald as Sibelius. 
Under the uniform conditions of an eye clinic or a psychological 
laboratory, any number of landlubbers can be found who test 
higher in visual acuity than tlie average seaman, even though they 
are unquestionably inferior to him in detecting a landfall or ships 
on the horizon. As for surgery, some of the world s most proficient 
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And eminent operators hnve sHort stubby fingers nnd yet, tbougb 
wearmg rubber gloves, they can still feel things that the most slen- 
der-fingered layman could not detect with his bare hands. 

No one, of course, questions the basic fact that skilled, experi- 
enced persons actually do perceive things clearly, within the range 
of their professional work, which remain imperceptible to others. 
But if their sense-organs are not necessarily hyperacute, and if in 
some cases of unusual excellence the sense-organs involved are 
actually inferior, to what are we going to ascribe their selective 
sensitivity? The answer seems to be that a person, whose receptors 
give no evidence of being in any way unusual, can still be rendered 
highly sensitive by his own reactions, by the organized special atti- 
tudes and responses he acquires. He is, in other words, not re- 
ceptor-sensitive but reaction-sensitive. In behavioral terms, the 
a^uisition of special reactions, in relation to certain situations, 
gives the excitants of those reactions prepotence when such situ- 
ations arise. The special organized attitudes and responses, in 
short, leave an individual selectively sensitized to whatever stimu- 
lation habitually arouses them. 

We may now define reaction-sensitivity as a selective readiness- 
to-react to certain components of a stimulating situation and not to 
others, which is the result of one’s having acquired a system of re- 
lated attitudes and responses. Thus, two men with different habits 
may enter an objectively identical situation and react oppositely. 
Or one man may give a prompt reaction because he has acquired 
special behavior in previous similar situations, and another give no 
specific appropriate reaction because he has no reaction ready 
which the situation can elicit. It is obvious from this definition that 
reaction-sensitization depends upon developing anticipant attitudes 
that operate selectively. It will be equally clear, from the illustra- 
tions we are about to give, that reaction-sensitivity is as important 
in normal living as it is in the behavior disorders. 

Let a lifelong city dweller go suburban and take to gardening. 
Within a few weeks his newly acquired reaction to grass and 
bushes, to vegetables, flowers and trees, will have sensitized him to 
a world that before had not existed for hun. Gardens, lawns and 
landscapes, seen from the train window on his way to town, will 
pro^essively undergo a transformation into intelligible, meaningful 
designs. Species made familiar by new activities may seem suddenly 
to stand out from the background he passes, as if a spotlight had 
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been focused on them. The new convert to gardening begins to 
overhear remarks from all sides about planting time and the qual- 
ity of produce, about fertilizers and insect pests. The 
the radio and the newspapers seem now filled with gardening infor- 
mation and advertisements that before had never caught his eye 
or ear. His new activities have organized new attitudes whi^ 
facilitate and support their congruent responses and render these 
prepotent in appropriate situations. The man has become reaction- 
sensitive to a group of related things which before had meant 
nothing to him. 

The procediure by which our suburbanite becomes selectively 
sensitized to new meanings and references, through his own new 
activities^ is basically the same procedure as that by which he 
might have developed a system of delusions. Under other circum- 
stances, the brooding, jealous, insecure person begins in like man- 
ner to notice things about his surroundings which before had passed 
unheeded. He overhears remarks that seem related to his worry or 
his guilt. He finds corroboration for his incipient suspicions in 
papers, radio and magazines. One reason that public gardening 
and unshared anxious fantasy bear diflFerent fruit is that they spring 
from different needs. Another reason is that the materials and 
methods of one occur in the shared field of social operations, where 
public verification and social modification are always possible, 
whffe the other goes on in private, unshared fantasy and unchecked 
solitary watching, neither of which leads in the direction of social 
validation. 

Different habitual activities may sensitize two persons differ- 
entially, even though both are immersed in the same stimulating 
atmosphere, as the following normal illustration shows. The mother 
of a small baby is entertaining evening guests in her living room. 
In the midst of a relatively noisy general conversation the baby, in 
a room above, begins to cry. The mother promptly excuses herself 
and disappears upstairs, whereupon it turns out that no one else 
had even heard the baby. For her to be able to react selectively in 
this way, it is not at all necessary that her hearing be superior to 
that of her husband or her guests. Neither need her attention have 
been divided before the crying started, for she can react just as 
effectively right out of a sound sleep, even though her husband 
neither stirs at tlie time nor recalls a disturbance in the morning. 

The husband, although he misses this range of infant sounds to 
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which his wife has been sensitized, hears noises in the furnace room 
that she do«! not When they sit together in the front seat of their 
automobile, it is again he who detects significant noises under the 
hood, or in the gear box, which she may dismiss as his imagination. 
Each has been selectively sensitized through acquiring special atti- 
tudes that facilitate and support the appropriate responses. We 
shall have occasion to recall this quite normal organization of 
special sensitivity, on the basis of special need and interest, when 
we come to study hypochondriacal patients and those with chronic 
complaints of fatigue. These persons learn to react sensitively and 
differentially to internal events that do not exist for the reactions of 
normal men and women. Normal and neurotic persons start with 
the same general internal environment; but the individuals who 
develop hypochondriacal complaints and fatigue syndromes are 
ones who have learned to be reaction-sensitive in ways which the 
average person fortunately has not. 

Among the behavior disorders we shall find some impressive dif- 
ferences in reaction-sensitization. Many paranoid and paranoic 
persons, for example, are painfully sensitive to slights and alert to 
every possible insinuation, but remain unmoved by threats even of 
capital punishment. On the other hand, agitated depressed persons 
are as a rule acutely sensitive to anticipated dangers, but often care 
Utde or nothing for slights. Compulsives may be alike indifferent 
to danger and insult while, at the same time, detecting the faintest 
whiff of sin in the atmosphere. A remarkable feature of many anxi- 
ety states is that the patient often discounts, or handles creditably, 
an ^mediate actual threat to life, but cringes helplessly before an 
anticipated possibility which seems remote or trivial to an observer. 
For imtance one of our patients, capable of strong reactions to her 
own imagined perils, accepted stoically and without serious after- 
disturbance the news that her own child had just been burned to 
death. The most extreme of all the general reaction-insensitivities 
are to be found among hysterical and schizophrenic patients who 
may grow more incapable of participating in the everyday life 
around them than if they were deaf and blind. 

Progressive reaction-sensitization 

We saw that in normal personality development a child’s ac- 
quired reactions play an important part in determining the direc- 
tion of his subsequent experience and activities. What a child does 
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successfully today he is likely to repeat if similar circumstances 
arise tomorrow. What he learns to do easily and well in a certain 
situation will lead him to prefer and seek out corresponding situ- 
ations that stimulate him to do it. If gratification, praise or other 
reward follows the performance, the activity becomes a means 
whereby the newly acquired need can be satisfied. Thus, for ex- 
ample, a child who has opportunities for, and experiences success in, 
playing with simple mechanical devices becomes sensitized by his 
learned reactions to each new mechanical device, tends to seek out 
situations where more may be found, and may progress toward 
developing special mechanical aptitude. Another child, who has 
not had the opportunity or has met with pain and failure in hand- 
ling simple mechanical devices, is more likely to develop his abil- 
ities and preferences progressively in some other direction. Thus, 
as the two children mature, their preferred activities, and hence 
also their experiences and even their friendships, will tend to 
diverge in nature more and more. 

What is true of mechanical aptitude may be equally true of other 
behavior patterns. Tlie child whose freedom of overt action is re- 
stricted early in life may develop compensatory skills in fantasy and 
passive observation, which in turn lead him to prefer and seek out 
situations where these can be practiced. He may even choose an 
occupation, finally, in which imagination and observation are 
highly valued. Here we have a selective factor in a person’s own 
acquired reactions that is capable of inducing a progressive devia- 
tion in the direction of his personality growth. The child becomes 
reaction-sensitive in Some specific direction and his sensitivity then 
leads him to further sensitization along the same line. A single new 
learned activity may lead into a whole sequence of successive sen- 
sitizing reactions, in this way, and make a child progressively more 
and more difiFerent from other children the older he gets. Many 
such special abilities or disabilities, which are usually misidentified 
as merely the unfolding of an inherited talent or a constitutional 
weakness, are in reality examples of what we call 'progressive reac- 
tion-sensitization. 

By progressive reaction-sensitization we mean the process in 
which a person, once he has become reaction-sensitive in some 
specific direction, continues to develop further readiness-to-react in 
the same direction on the basis of successive acquired reactions. 
Here in the acquisition of learned behavior sequences we have a 
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selective factor of great potential significance for personality devi- 
ations and behavior pathology, one that may determine an indi- 
vidual’s relative immunity or susceptibility to behavior disorder. 

We have said that progressive reaction-sensitization can result in 
a child’s acquiring special aptitudes of value to him. But the same 
process may also lead to his developing special incapacities that 
seriously impair his effectiveness as a child and sometimes induce 
later personality distortion. The initial acquhed reaction-sensitivity 
often seems trivial to adults because they do not understand cumu- 
lative behavior modification. A selective readiness-to-react not only 
spreads to new excitants but also restricts the range of a person’s 
reactions. Early in life such restriction may interfere with a child’s 
having balancing experiences, which he needs for adequate social- 
ization, by making him too unlike other children to gain acceptance 
into their play groups. We encountered an impressive example of 
this in Levy’s overprotected children. The patterns of expectancy 
they learned from their domineering or indulgent mothers barred 
them effectually from normal play and companionship sequences, 
and therefore made them prefer and seek a deviant developmental 
path. ^ 

There is a great deal of evidence in the clinical histories of neu- 
rotic and psychotic patients to indicate that progressive reaction- 
sensitization often plays an important role in determining what 
direction behavior pathology shall take. One child, for example, 
sensitized progressively by early training to think in terms of sin 
and guilt, reaches adolescence with such exaggerated self-reactions 
that when biosocial pressures grow acute he’ succumbs to compul- 
sive ritual or depressive self-castigation. Another child, trained by 
his anxious mother instead to progressive reaction-sensitivity in re- 
lation to weakness and fatigue, shows neither compulsive guilt nor 
agitated remorse when trouble comes. He has learned to react to 
life in terms of conserving strength, and not of sinning. Where the 
one seeks refuge from conflict in ritual and repentance, the other 
finds it in seclusion, rest and self-solicitude. Similar progressive 
deviations underlie the many different hysterical, schizophrenic and 
paranoid developments of adolescent and adult life. 

For behavior deviations to persist or increase it is not, of course, 
necessary that the conditions responsible for inducing them persist 
and multiply. Depressions, for example, even when clearly pro- 
voked by known environmental pressures and personal diflSculties, 



BEHAVIOR ORGANIZATION AND BEHAVIOR PATHOLOGY 71 

usuaUy show no improv^ent for a long time after the pressures 
have ceased and the original personal difficulties have disappeared. 
Indeed, it is common clinical experience that behavior disorders 
often grow steadily worse in spite of improved circumstances. How- 
ever strange this may at first seem theoretically, it becomes quite 
intelligible when one studies actual cases clinically. Then one finds 
that a person, once he has developed a behavior disorder, grows 
reaction-sensitive to influences which normally would not touch 
him. If he gets depressed, for instance, he may almost at once 
show acute reaction-sensitivity to innumerable possibilities of guilt 
in his own behavior, both in his present activity and in what he 
recalls of the past. If this reaction-sensitivity becomes progressive, 
an increased severity of the depression results, but in relation to 
the newly recalled or newly experienced guilt and not necessarily 
to what started the depressive disturbance at all. 

The persistence and ingravescence of behavior disorders, in spite 
of improved circumstances and the disappearance of the original 
personal difficulties, have led some theorists to deny the possibility 
that depression, mania, schizophrenia and paranoia can have en- 
vironmental or personal origins. To them it seems impossible that 
such clinical pictures can be anything but simple brain disease, 
even though the existing evidence fails to support this conclusion! 
They maintain that if some specific press or specific conflict is re- 
sponsible for precipitating a behavior disorder, its removal should 
bring prompt recovery, much as the removal of pressure from a 
submerged cork allows it to pop to the surface. 

But even at the level of physiopathology one seldom finds such a 
simple therapeutic result as this. Cardiac decompensation, obvi- 
ously precipitated by overexertion in a susceptible person, does not 
disappear the moment one rests, and it may well progress to a fatal 
outcome regardless of what anyone does. Cardiac decompensation, 
once initiated, may lead also to other physiological inadequacies, 
such as respiratory embarrassment or renal insufficiency, that tend 
to perpetuate the heart s incompetence and prevent the establish- 
ment of compensation. Pathological deviations in behavior, once 
begun, often proceed similarly to develop their own succession of 
reactions which makes them persistent or cumulative. And these 
secondary reactions are likely also to be related rather to the 
patient’s pathological behavior, as this progresses in ihe illness, 
than to the original precipitating agent. 
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EMOTIONAL REACTIONS 

For the sate of simplicity, we have up to now virtually ignored 
constituents of behavior that actually deserve first place in any 
discussion of neuroses and psychoses. These are the emotional and 
the symbolic components of human reactions. The emotional com- 
ponent, ^though implicating the whole of the reacting organism, 
opiates in such a way as to direct our special attention to visceral 
a^vities. B’or it is the concerted contribution of our intfimol organs, 
with their neural coordinators and vascular network which forms 
the kinetic behavior matrix in all emotional behavior. The sym- 
bolic component may also implicate the whole organism, but its 
fociM of interest lies in our language organization and in those 
derivatives of language from which the social patterns of our think- 
ing are acquired. In the operations of the emotional and the sym- 
bolic components, both of them directly or derivatively related to 
socially shared behavior, we shall find some of our most challenging 
problems and illuminating solutions. 

For us, one of the most serious recurrent fallacies is that of at- 
tempting to explain away behavior pathology by reifying emotion 
as an unbridled psychic force, and then opposing it to a supposedly 
rational and equally reified intellect. Starting with the observed 
fact that human behavior more often violates than follows the rules 
of verbal logic, scholars of the past illogically concluded that man 
must therefore be divided into two persons, one emotional and one 
intellectual, or one unconscious and one conscious. The latter is 
the current Siamese-twin hypothesis, according to which everyone 
of us is condemned to a life of petty, hateful unconscious wrangling 
between two fictitious selves which are joined together unw illin gly 
in the flesh. Each self desires to go his own way, but instead must 
lead an existence of perpetual frustration, intrigue, spite and joyless 
compromise. 

It is really most unfortunate that such an implausible hypothesis 
should have been salvaged from the nineteenth-century philo- 
sophical middens and used in the foundation of contemporary 
psychopathology. The fact is that, far from being opposed and at 
war, emotional and symbolic components are as a usual thing so 
interdeperident and intricately related in human behavior, that only 
our inability to grasp their respective contributions by any other 
means justifies our separating them artificially now. Let us then 
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reemphasize this, that in discussing emotion we merely stress one 
recognizable aspect of behavior, and in discussing language and 
thought we merely stress another. Both aspects may, in some re- 
actions, be dominant together, or the first may hold the center of 
the stage at one time and the second at another. Widi this as our 
general orientation, we shall take up first the emotional component 
of behavior and after that proceed to discuss the symbolic com- 
ponent, that is, language and thinking, in the next chapter. 

Visceral contributions to emotional reactions 
Since it is the visceral contributions that are chiefly responsible 
for such salient characteristics of emotion as difiFusion and persis- 
tence, we shall begin with a consideration of internal organ activ- 
ity. No study of human behavior can afford to lose sight of the fact 
that our viscera are physiologically capable of participating in any 
or all of our reactions. Sometimes they do so powerfully and ob- 
trusively, sometimes mildly or neghgibly. But whether a person be 
awake or asleep, whether he be running, walking, standing, sitting 
still or lying down, whether talking, listening, reading or thinking 
he has always with him this shifting, kinetic visceral pattern as an 
incidental or a prominent background for his conduct 
Under ordinary conditions, the shifting visceral background plays 
a minor, although not necessarily an unimportant, role in one’s gen- 
eral behavior. But every now and then visceral activity may dom- 
inate behavior, or determine its course and its outcome, and color 
it recognizably in a variety of ways. Thus, kissing a sister whom 
one does not in the least dislike, and kissing one’s beloved sweet- 
heart, may both include visceral participation, but in one the con- 
tribution is minimal and in the other it is maximal. The same con- 
trast 'can be made between boxing for exercise and street-fighting 
for keeps, or between routinely jogging along a road in tr aining for 
a cross-country race, and the same activity when a hostile, eager 
dog suddenly joins in. Under some conditions an observer may not 
be able to detect signs of the shift from slight to great visceral 
participation, but to the emotionally aroused individual within 
whom it occurs, the difference is unmistakable, even if at the timw 
he is too busy to stop and write a report on it 
In what follows, we shall mean by an emotional reaction one 
whose visceral contribution dominates or determines it, or colors it 
distinctively, but one that is not directly responsive to or regulated 
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hy the immediate local visceral conditions. Thus vomiting in re- 
sponse to irritative gastric contents we do not consider an emo- 
tional reaction, but vomiting induced by bad news we do. Tachy- 
cardia and tadiypnea that result directly from an oxygen-debt fol- 
lowing exercise are not considered part of an emotional reaction, 
but tachycardia and tachypnea that come when one’s lover steps ofF 
the train most certainly are. Our definition recognizes emotion as 
a variable characteristic of behavior, not something apart from or 
added to behavior. It localizes emotion neither in the visceral 
structures, nor in the autonomic nervous system with its central 
nuclei, but in one’s reactions. 

The prominent part played by our viscera in emotional reactions, 
and certain well-known peculiarities of coordinated visceral re- 
sponses, together go a long way toward accounting for the remark- 
ably protracted and pervasive infiuence that emotional components 
have within general behavior. Visceral tensions and glandular 
activity, once aroused, are very likely to persist and to spread with- 
out further stimulation. This is because smooth muscle is normally 
slow to contract, slower still to relax, and capable of maintaining 
a state of tension with little fatigue. It is because the distribution of 
smooth muscle, as for example in the vast blood-vessel network, is 
practicaUy coextensive with the body itself. FinaUy it is because 
glandular secretions circulate until broken down or excreted, and 
because they may act both upon the autonomic nervous system, 
and directly back upon the glands, to continue their own secretory 
activities. The upshot of all this is that visceral activity, by virtue 
of its physiological basis, is able to contribute a sustained and far- 
flung kinetic background to the rest of behavior. Through their 
direct neural connections and their humoral ramifications, the vis- 
cera may thus act persistently, diffusely and cumulatively upon the 
skeletd nausculature, energizing it or inhibiting it, improving its 
coordination or disorganizing it. 

Displaced and cumulative emotional reactions 
A cominon result of this visceral prolongation in one’s emotional 
attitudes is that subsequent behavior comes under emotional influ- 
ences having no logical relation to it. This is true of normal as 
well as of pathological reactions, as in the familiar emotional dis- 
placem^ that so often follows personal humiliation, fear, ioy, 
thwarting or triumph. Much or all of one’s conduct may be deter- 
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mined by emotional attitudes for some time after the situation 
initiating a strong emotional reaction has passed. 

The origin of the strong emotional reaction, and therefore also 
of the persistent emotional attitude, may be wholly unrelated to the 
new reactions, and indeed quite forgotten by the person now 
reacting. Nevertheless, the emotional attitude still illogically dom- 
inates the scene. One treats the wife generously because of earlier 
success and praise on the golf links, to which she contributed 
nothing but her absence. One scolds a child unjustly in the eve- 
ning because of trouble at the office in the afternoon. A narrow 
escape from a taxicab at a street-crossing leaves one tense, shaky 
and irritable for a while, and helps determine one’s preferences and 
judgments illogically during the after-period, and in matters entirely 
unrelated to taxicabs and street-crossings. The connection between 
a displaced emotional reaction and its original excitant is partic- 
ularly difficult to retrace when the original excitant is an errant 
thought which is promptly repressed. Some of our most important 
therapeutic techniques have been developed to meet the last-men- 
tioned situation, and some of our most elaborate psychic theories 
have been constructed to make it sound logical. 

The mere fact that the visceral contribution to emotional reac- 
tions, once initiated, is slow to die down also favors cumulative 
sequences. If, for example, a resentful attitude has been aroused, 
and some ordinarily annoying outside stimulation keeps reappear- 
ing, we may find that at each new presentation of the stimulus the 
individual is more reactive to it than at the preceding one. Sum- 
mation occurs. The widespread visceral and skeletal tensions of 
the emotional attitude keep mounting stepwise until they may cul- 
minate in a frantic outburst. The stimulation in everyday life may 
be -actual repetition, as when a sound is repeated almost identically 
and fear grows, but more often we find that the stimuli are equiv- 
alent rather than repetitive. The annoyance of an unimportant 
marital squabble at breakfast can lead to unwonted irritabilily and 
surliness toward one’s fellow-passengers en route to work, and this 
to mounting anger over ordinary incidents at tlie factory, store or 
office, until there is a climactic outburst of fury that may cost 
, someone his job. 

Such cumulative emotional behavior depends, of course, upon 
relatively rapid progressive reaction-sensitization. The early stim- 
ulation sets up a readiness-to-react, and this readiness increases 
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\dth each subsequent stimulation. The readiness-to-react is selec- 
tive in that the organism becomes more and more reactive to annoy- 
ing, fearsome, erotogenic or disgusting stimuli in its surroundings. 
What would ordinarily pass unnoticed becomes part of an additive 
stimulation sequence. When such a cumulative process, whether 
of short or long duration, ends in an uncontrollable emotional out- 
burst, we call the climactic behavior emotional decompensation. 

Cumulative emotional sequences do not require external stimula- 
tion at the time to be raised step by step toward a climax. A man 
may lie in bed or sit quietly in a chair and yet work himself up to 
the point where he quivers with fury, passion or fright. Thinking 
can be a most effective booster in making ones emotional tensions 
spiral upward. Indeed, we often find clinically that paranoid sus- 
picions incubate best in undisturbed seclusion. They may halt or 
recede when an acceptable schedule of active participation with 
other persons can be arranged. In most cases, normal as well as 
abnormal, external stimulation and the organism’s private symbolic 
activities both contribute to a mounting emotional tension and its 
climax. On such a basis anxiety ® may advance to greater and 
greater severity, until emotional decompensation comes in the form 
of a panic state, with frank delusions and hallucinations, which 
sometimes leads to chronic schizophrenic disorganization. The fol- 
lowing case illustrates this succession. 


A twenty-eight-year-old married clerk in a New York insurance 
office was present during some idle talk about sex perversions. 
Someone suddenly noticed that he was blushing and accused him 
of being one of those people.” His reaction was so exaggerated 
that he became the target of continual badgering and obscene 
epithet over a period of about three weeks. The first change his 
wife noticed in him was that he seemed preoccupied and imcom- 
municative. Gradually, however, he grew sleepless, lost his appetite, 
and began harping tensely upon the very real persecution he was 
undergoing at the office. He ended up fin^y with emotional decom- 
pensation in a violent outburst of shouting and threatening that 
brought the police and an enforced hospitalization. 

In the hospital he was actively hallucinating; he believed that 
his reputation was ruined and his life in danger, and he accused 
attendants of planning assaults upon him. In one access of fear he 
pulled his bed to pieces, barricaded himself in a comer of the 


®For a discussion of normal 
Chapter 6. 


anxiety in relation to emotional behavior, see 
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room and, when the physician arrived, threatened to brain him with 
an iron bed-rail if he approached another step. In time the whole 
pamc reaction died down, but the patient never completely recov- 
ered. The oflBce force in launching its campaign of tearing had 
come close to the truth. The delusional misinterpretations and 
haUucinatory experiences of this man’s excited, disorganized panic- 
phase unfortunately led to further and more permanent behavior 
disorganization. 

We have here an example from behavior pathology of rapidly 
mounting tension which culminated in emotional decompensation 
when the individual’s anxiety-tolerance was exceeded. The case 
also gives us the process by which a behavior disorder, once pre- 
cipitated, may lead to the development of new complications — in 
this case delusions and hallucinations — which in turn delay or 
prevent recovery. 

Emotional interference with local visceral function 
Emotional behavior and routine visceral function are not the 
same, even though both implicate the same organs. Either may 
influence the other determinatively, perhaps reinforcing, perhaps 
inhibiting it. For example, the presence of an enemy at the table 
retards digestion while that of a friendly companion aids it. Con- 
versely, human beings have for millennia recognized that gastric 
dysfunction is capable of terminating any enteiprise that depends 
on optimism or joy. In emotional reactions, we have said, the vis- 
ceral contribution is not directly responsive to and regulated by 
the immediate local visceral conditions, but is related to something 
extra-visceral - to stimulation from an external source, for example, 
or to stimulation from one’s own talking and thinking. 

“Emotional behavior is not only distinguishable from routine vis- 
ceral activities; it is very apt to work in direct opposition to them. 
In severe fright or extreme joy, for example, the pattern of gastro- 
intestinal activity may be entirely inappropriate for the stage of 
digestion which the gastrointestinal contents have reached. The 
gastric contents, because of emotional hypermotility, may be hur- 
ried on faster than they would otherwise have been; or they may be 
. held where they are for longer periods than necessary because 
gastric motility has been slowed in a sad or deeply pessimistic emo- 
tional reaction. If the visceral contribution in a severe emotional 
reaction climaxes its activity with visceral violence, such as we 
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commonly see in the vomiting and diarrhea of acute anxiety, we 
have a response that is doubly inappropriate. It neither aids nutri- 
tion nor increases one’s eflFectiveness toward meeting the demands 
of the situation. 

This, then, is the crux of the vtscBTol ‘pcTfornuincB in emotion, 
that it is responsive to and regulated by occurrences lying outside 
the stnctly visceral functions, occurrences in the field of shared be^ 
havior or in one’s personal, unshared thinking. Analogically, we 
may speak of digestion, excretion, respiration and ordinary cardiac 
action as domestic functions of our viscera, while their participa- 
tion in emotional behavior we may call their community functions. 

This dual and often contradictory relationship of visceral func- 
tion to general behavior has direct implications for behavior pathol- 
ogy. For example, the intense concern of a hypochondriac over his 
digestive process is, ironically enough, the very thing to lead him 
into digestive disorder. Worry and anxiety involve the gastroin- 
testinal tract in emotional activity at the very time when it should 
be left free to carry on its routine, autonomous domestic function. 
It is like the situation in which a busy housewife has her pressing 
domestic duties disrupted by the presence of a critical, uninvited 
neighbor who lowers her effectiveness by watching and evaluating 
her performance while it is in process. The hypochondriac can 
lower the competence of his own digestion, similarly, by merely 
watching and evaluating it ^ 

One- other example, from among a score of possible others, is the 
common occurrence of bizarre visceral delusions in depression. We 
know that the patient’s gastrointestinal motility may be greatly 
slowed down during a depression, bariumized residue being detect- 
able in the intestines by x-ray as long as two weeks after its inges- 
tion.7 This is very likely the basis of assertions frequently made 
by depressed individuals that their bowels are dead, have turned 
to stone, dried up, or ceased to exist. Such delusions have a prac- 
tical as well as a theoretical bearing on the subject, since they may 
conspire with the depressed person’s physiological inappetence to 
make him refuse food altogether and endanger his life. 


SociqI modification of emotional behavior 
What has already been said about the conditions and conse- 


^ G. Henry, Gastrointestinal motor functions in manic-depressive psychoses ” 
Amer. Jour. Psychiatry, 1931, vol. 88, pp. 19-28. ^ y^-noses, 
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quences of learning, in this and the preceding chapter, applies of 
cowse to behavior that is strongly emotional as well as to that 
which is not. There is, however, one characteristic of emotional 
learning that deserves special emphasis because of its wide impli- 
cations for behavior pathology. Emotional behavior in the very 
young ^ consists of complete overt-covert reactions, given frankly 
and directly to obvious stimulation. In our society, as we have 
already indicated, a child finds as he matures that his overt be- 
havior is more and more restricted, particularly with respect to 
reactions haying strong emotional components. On the other hand, 
the visceral contribution and the isometric skeletal responses in 
emotion are such that they can still operate covertly with intensity 
and persistence. The result is that, as also in his symbolic be- 
havior, the child learns early in life to give overtly the permitted 
or expected conventional patterns, and to retain some of the for- 
bidden reactions covertly. 

^ In short, the overt components of an emotional reaction are 
visible and invite social modification and control, while the covert 
cornponents are hidden and can to a much greater degree escape 
society s coercion. This introduces the conditions for a split between 
the covert segment of an emotional reaction and its overt, public 
segment which may have quite a diflFerent pattern. Thus, a skillful 
adult can be angry inside but appear pleased or complacent to 
others. He can be eager and delighted inside' but keep a poker 
face or look annoyed. As in language and thinking, so in emotional 
reactions, covert behavior may say one thing while overt says 
nothing or fiatly contradicts what covert says. 

Complications multiply when such a division of emotional be- 
havior appears within an individual’s own private behavior. To a 
set of conditions a person may give a conventionalized reaction 
which he can accept as his own. Sut he may also have an unsocial- 
ized emotional reaction to the same set of conditions, one that he 
cannot accept as his own, and does not admit in his self-reactions. 
We shall discuss some of these contradictory reactions, one con- 
ventional and accepted, the other asocial or antisocial and dis- 
owned, when we come to conflict and repression. They are im- 
portant sources of the apparent split in behavior that one often 
finds in compulsions, hysteria, depression and schizophrenia. 

Although emotional behavior shares this split into socialized 
overt and potentially asocial covert reactions with language and 
thought, there is one important difference that must be mentioned. 
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^^reas covert thinking in adolescents and adults has at some 
time been largely organized by social communication, covert emo- 
tional reactions as a rule have not. Adult thinking is at least derived 
from talking to a considerable degree. Emotional reactions, on the 
Mntrary, are at best imperfectly communicable and often they are 
incommunicable. The non-symbolic origins of emotional behavior, 
and the preponderance of invisible, unlocalized and unshared re- 
actions in it are perhaps basic to its relatively incommunicable 
status in our society. But to this start must certainly be also added 
the relatively excessive control that we are all obliged to acquire 
over our socially expressed emotional reactions. 

For these and related reasons, emotional reactions play a lead- 
ing part in behavior disorders and pose exceedingly difficult prob- 
lems for patient, diagnostician and therapist. An unformulated 
anxiety ® or an indescribable secret joy, like a dffiFuse vascular or 
obscure abdominal disorder, cannot easily be located and conceptu- 
alized by the patient or shared in language with another person. 
True, techniques have been evolved, largely through Freud’s in- 
fluence, which permit the articulate patient to work through some 
of his emotional difficulties — and in this sense share them — with a 
trained, impartial therapist who understands what part he must and 
must not play in the tirerapeutic situation. But even these tech- 
niques have limited application and limited success. Emotional 
behavior is still the least readily formulable and one of the least 
accessible of human reactions, to therapist and patient alike. 

_ course we all realize that emotional components, even though 
difficult to formulate and share publicly, may stiD exert an impor- 
tant influence upon the outcome of one’s behavior. It is no more 
necessary that emotional components be recognized as such, for 
them to be determinative, than it is for cardiac or gastric changes 
to be identified before they can determine the character of one’s 
reaction. Indeed, even those emotional attitudes which remain in- 
accessible to others, incommunicable in form and unacknowledged 
to oneself, may play a role of the highest importance in directing 
the course of shared public behavior and, indirectly, the outcome 
of social commimication. Thus the character and course of a man’s 
private thinkmg, and its consequences for his social operations, are 
often both dominated and determined by tire kinetic pattern of his 
visceral contribution. 

8 Anxiety fa d^ed, and its rdation to the social modification of behavior 
fa discussed, In Chapter 6. 
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Language, Thought and 
Role-Tahing in Behavior 

Disorders 


MAN IS NOT, of course, the only animal to have 
dominant and determinative emotional reactions, nor the only one 
faced with the problem of learning to inhibit or modify emotional 
behavior in accordance with human demands. Domestic animaU 
particularly dogs and cats, must learn similar lessons under similar 
conditions. But man is unique in having developed the infinitely 
complex systems of communication which we call language, and in 
having culturally transmitted such systems from generation to gen- 
eration over a period of many thousand years. The development 
and elaboration of language in man’s cultural history, and its Lqui- 
sition as systematic behavior in each individual’s childhood and 
youth, have consequences in behavior pathology that make them no 
less significant for us than emotion. For it is the virtual absence of 
elaborate language behavior in other animal forms which princi- 
pally accounts for the fact that nothing approaching complex human 
behavior disorders can be demonstrated below the hmnan level. 

If language behavior did no more than provide a convenient 
instrument of communication between individuals, it might still 
occupy a central position in behavior pathology. But the effects in 
an individual’s life of acquiring and using language do not stop 
with interindividual signalling and symbolizing; they go right on to 
infiuence his thinking also. It is talk in childhood that does tiie 
• lion’s share of organizing thought into an intraindividual instru- 
ment whose use can have the most vital and socially valid conse- 
quences in shared activities, or lead on to more and more thinking. 
Although for convenience we shall have to make a distinction be- 
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tween language behavior and thinking, in practice it is often ex- 
ceedingly difficult to say when one begins and the other leaves off, 
since in older children and adults one is largely organized in terms 
of the other. Language and thought, which together we shall call 
symbolic behavior, must never be looked upon as something apart 
from the rest of human living. Language behavior is learned by 
each of us in action, and social thinking is derived directly from it. 
Indeed, so intimately are language and thought tied in with the 
rest erf human reactions that we shall sometimes find ourselves hard 
put, in the chapters that follow, to distinguish between what is 
symbolic behavior and what is not. 

We shall define language behavior and socially derived thinking 
as interlocking systems of biosocial activity which make use of con- 
ventionalized gestures, signs, sounds and neuromuscular tensions 
as mbstitutes for and modification of more direct or immediate 
action. If this activity is in the form of visible or audible language 
behavior, it can serve as a source of overt stimulation for other per- 
sons sharing the same system. It can also serve as stimulation for 
the individual who is actively communicating, since he can hear 
and often see his own language responses, as well as react to his 
own neuromuscular tension patterns. If the symbolic activity is in- 
visible and inaudible, as in covert speech and thinking, it can still 
serve as a most effective form of private, unshared stimulation for 
the person engaged in it. 

For the behavior disorders the most significant thing in this dis- 
cussion of language and thought is that together they provide every- 
one who acquires them with a flow of almost continuous behavior 
sequences. These symbolic behavior sequences, even though in- 
finitely more flexible, are self-stimulating and self-perpetuating in 
the same way that walking, hand-sewing and machine-operating 
are self-stimulating and self-perpetuating. In all these activities, 
each successive reaction pattern in a sequence is also the organized 
stimulus pattern for the next reaction. Talking and thinking, like 
other sequential acts, are to a large degree predictable if one has 
sufficient data regarding antecedent and existing conditions, and 
the usual behavior of the individual in question. 

The same thing can be said of symbolic behavior that we have 
already said of the visceral component, namely, that all or nearly 
all of human behavior may influence or be influenced by it. Some- 
times symbolic activity is dominant or determinative; often it runs 
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along simultaneously with some other unrelated behavior, as when 
one talks and thinks about other matters while working or playing; 
sometimes it plays a negligible role. But even in routinized, mechan- 
ical learning we find it virtually impossible to exclude the partici- 
pation of at least some verbalizing. Talk and thinking develop 
originally with each of us in relation to overt activity, and normally 
they never completely lose this relationship. 


Early coinmunication 


The beginnings of rudimentary conversation and the active shar- 
ing of mutual situations appear in a little child’s behavior long 
before he has acquired systematic conventional speech habits 
These rudimentary conversations develop while the oliiM and an 
older person are engaged in some conjoint activity, the sounds 
uttered by both being at first simply a part of their mutual per- 
formance. The child’s contribution to conversation consists mainly 
of gestures, many of which are the beginnings of previously per- 
formed actions, and of a speech-form that has been named expres- 
sive jargon — i.e., babbling with exclamatory, inquiring and asser- 
tive inflections.^ The older person also contributes gestures and 
speech forms to the shared situation. But his sign and sound be- 
havior has, of course, long since undergone the gradual process of 
symbol conventionalization which the child is only now beginning, 
pe adult’s gesturing and talk, because they are already organized 
into a stable, efficient pattern, will be repeated almost identically 
when the appropriate situation recurs. The child’s gestures, and 
especially his sounds, because they have not been so organized 
and reinforced by repetition, will be relatively unstable. 

Under these circumstances, the stable organized language sys- 
tem of older persons will always in the end prevail, and replace a 
child’s individualistic jargon and gesture. For the little in 

trying at first to share in activities with older individuals by means 
of his unstandardized symbols, is like a person who tries to trade 
by offering odd bits of metal to people accustomed tq dealing in 
standard coins. Conventional words and phrases are the standard 
coins of commimication. As media of verbal exchange they have 


IN. Baylw, “Mental growth during the first three years,” Genet. Psuchd 
Monog., 1933, voL 14. pp 1-92; A. GeseU and H. Thompson. Infant BeZvior, 
GrouJth (New York: McGraw-Hill, 1934), pp. 243-257 and 
28^291; D. McC^y, ‘XangiMge development in children," in L. Carmichael 
(editor), Manual of Child Psychology (New York; Wiley, 1946), pp. 483-487. 
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relatively stable and predictable values, and by their use one can 
better control the outcome of social behavior transactions tKan by 
trusting to expressive jargon. In aphasia that results from brain 
damage, and in schizophrenic asocial speech, one witnesses the 
devastating effects of the deterioration of standardized language 
forms upon the patient’s social behavior. 

The earliest stabilization of a conventional speech form in the 
child’s behavior is a relatively simple matter. When something re- 
sembling a word or phrase appears in a child’s verbal play, or in 
his expressive jargon, it wins the attention and praise of persons 
around him. The sound he has made, which of course he also hears 
himself, is likely to receive additional reinforcement from its repeti- 
tion by the adults in the form of animated exclamations. These con- 
sequences of his making a sound help to single it out and stabilize 
it, rather than others, as a rudimentary speech habit — particularly 
if each time he makes it he is rewarded by the reactions of older 
persons. Once the child acquires a specific conventional sound, 
he may learn to make use of it as reaction-getting behavior, which 
reduces his dependence upon others’ whims to the extent that it 
controls their reactions to him. This process is comparable to the 
much earlier control of adults that many infants acquire through 
their crying and breathholding behavior. 

The speed with which a child’s vocalizations become convention- 
alized, under such influences as these, is indicated in McCartliy’s 
study 2 which reports a reduction in utterances unintelligible to 
non-relatives, from 74 per cent at eighteen months of age, to prac- 
tically zero at fifty-four months. That pressure from the human 
environment is an important factor in speeding the development 
has ^en demonstrated by comparative studies of the linguistic 
progress of normal twins, non-twins and only children. The^ins, 
who habitually played together on the same developmental level 
of sharing, were least under the necessity of acquiring conventional 
words as Ibe price of compamonship and cooperation. Hence, they 
were the slowest group in acquiring a conventional vocabulary. 
Only children whose early companions were necessarily adults ac- 
customed to continual reliance upon words, were found to acquire 
their elders speech the most rapidly. The non-twins having siblings, 
who therefore had companions at both child and adult levels, took 


* D. McCarthy, "The language development of the 
Mmn. Inttitute ChOd Welfare Monog, Set., 1930 , No. 


preschool child,” Unto. 
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on conventional speech habits at a rate intennediate between riini- 
of the twins and that of the only children.* 

Although at first a child learns conventional speech as part of 
shared activity in a specific concrete situation, it is not long before 
he is found saying a word or a phrase as its object disappears, or 
even when it is missing. Ultimately he learns to verbalize appro- 
priately in the complete absence of the object or the situation of 
which Ae words originally were an integral part, and of course 
generalization and differentiation play an important part in the 
further elaboration of what he specifically learns. The talks 
about situations and occurrences, as well as in them, and not only 
to other persons but also to himself — the latter procedure being 
essential to the development of organized thought and self-control, 
however amusing it may sound to adults hearing it. 

In learning to use verbalizations appropriately, out of their 
specific context and in the absence of acts and objects to which 
they once belonged, the child has taken a long step forward. He 
has laid his own behavioral foundation, in words that substitute for 
deeds, things and events, for the organization and exchange of com- 
plex social reactions which he could not have mastered without 
word symbols. As his vocabulary and his facility grow, he frees 
himself from many of the limitations imposed by the logic of non- 
verbal operations, the only logic that subhuman animals have. He 
learns to carry out public and private manipulations with verbal 
counters, and to get results by verbal methods that no one could 
possibly achieve in dealing directly with objects in their full con- 
text. The fact that verbal operations may differ from the non-verbal 
manipulations they are supposed to represent, and may give differ- 
ent results, is of the highest significance for the behavior disorders. 
Schizophrenics, in particular, fall into verbal traps of their own 
making. They sometimes divorce the word and thought so com- 
pletely from the deed that what they say about what they are doing 
may only add to their confusion instead of helping to clarify. 

Social conformity in language and thinking 

Human beings pay for the gift of words by losses in the individu- 

*E. Davis, “The development of linguistic skill in twins, singletons with 
riblings, and only children from age five to ten years,” Univ. Minn. Institute 
Child Welfare Monoe, Ser,, 1937, No. 14; E. Day, “The development of lan- 
guage in twins," Child Development, 1932, vol. 3, pp. 179-199 and 298-816, 
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ality^ of tiieir attitudes and in privacy. Language begins by con- 
ventionalmng one’s social behavior and then goes on to intrude 
upon ones private thought. To be able to conununicate, of course, 
a i^son must speak as others speak, say the things they say, and 
arnve at conventional conclusions by conventional routes. The 
child, in acquiring linguistic habits, is at the same time, willy-nilly, 
acquiring inm^erable ready-made social attitudes which are al- 
ready crystallized in the words, phrases and sentences that he 
takes oyer intact from others in his culture. To this extent he gives 
up individuality of method and conclusion by adopting the pre- 
vailing techniques of social intercommunication as his techniques. 
In conforming to the conventions of language behavior he con- 
forms also to what these conventions imply in his culture. 

^at the child acquires in linguistic skill, in company with 
others, he naturally goes on using when he is quite alone. The 
Struve of verbal communication, which is decidedly a social 
product, acquired by every new individual at first in overt social 
form, comes in time to modify also the structure of private, covert 
timing concerned with one’s immediate personal needs. Each of 
us thus brmgs the techniques and the attitudes derived from public 
mtercommumcation, which we all take over from our society, into 
his most intimate thought, and in so doing organizes private think- 
mg dong social lines. This is one source of the many concurrences 
we find between the unspoken thoughts of different individuals 
which are romantically attributed to thought-transference by some 
and to a racid Unconsdous by others. It is also one explanation 
for the remarkable similanty of delusiond systems cropping up in 
different patients who have not communicated with one anofoer. 
They fear or cherish intensely and fixedly what normal men fear or 
cherish mildly or for a moment. 

Sharing one’s responses and attitudes overtly with other persons 
IS the most effective way of bringing them into line with those of 
the prevaihng culturd patterns. Reactions which for any reason 
are left uncommunicated and unshared with others are likely to 
play a leading part in behavior padiology because they lack this 
rantrolhng influence. Socially taboo subjects, and matters tradi- 
bondly couched m vague, ambiguous, prescientific formulations 
seem to present special hazards to many adolescents and socially 
i^atoe adulte. This may account for the fact that we find sexud 
ethical, cosmologicd and religious preoccupations holding such a 
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v&cy prominent place in the symptomatology of neuroses and psy- 
^oses, and apparently also in their origins. The child or adolescent, 
if he has learned to seek his chief satisfactions in the asocial tecdi- 
niques of passive observation and covert fantasy, is certainly in 
graver danger of misusing these techniques later on than the one 
whose predominantly overt, shared satisfactions follow the design 
of his culture, and include the reciprocal behavior of his fellow 
human beings. In popular terminology, we say that the former’s 
attitudes do not correspond to “reality,” by which we mean that 

they are not oriented adequately to the field of shared social oper- 
ations. ^ 

No one can ever succeed in formulating all his attitudes com- 
pletely in words. Human attitudes are a multidimensional spec- 
trum with infinite variation, while words are discrete fragments that 
we string along a time-line. Sometimes overt attitudes speak more 
clearly than words do, even when social communication is far from 
a person’s intent. We see this aU through the behavior disorders. 
Nothing, for example, could be more eloquent than an attitude of 
abysmal depression, nothing more dramatically communicative than 
an hysterical seizure or more arresting than the grotesque postur- 
ing of a schizophrenic. But this medium has very restricted uses. 
No one but Panurge could carry through a prolonged debate in 
attitudes. Their inclusive character limits their flexibility. For all 
that words themselves are rigid little fragments, capable of com- 
bining in only one dimension, they can operate in many contexts 
which they may organize to order as they go along. By crystallizing 
out phases and single aspects from the flow of behavior, words b^ 
come our chief tools in the analysis, identification, manipulation 
and recall of events, whether these occur in the shared field of 
social operations as talk, or in the covert patterns of response and 
attitude that we call thought. 

The biosocial nature of thinking 

To launch at this juncture upon a systematic account of the 
nature of thought would carry us too far afield. However, because 
preoccupation with fantasy and symbolic confusions enter into so 
much of behavior pathology, it is necessary that we Tnalff< certain 
fundamental points clear before leaving our introduction to the 
subject The average layman conceives of thinking as a whoUy non- 
material process which frees us from the determirrism of reality be- 
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rause it is not a part of this world. Such a romantic view is not, 
rf course, ike contemporary layman s invention. It is his cultural 
h^tage from a very old philosophical tradition which maintained 
that thought was not in the body or soma, but in the minfl or 
J^che. However, in this same prescientific tradition, it was also 
held that arteries were filled with spirits, concocted in the stomach 
and warmed in the heart, and that these spirits traveled by con- 
vection through the blood-vessels to the brain, where they some- 
how infiuenced what the psyche thought. Physiologists have dis- 
carded this Idtchen-inspired theory of gastric and arterial function, 
but Ae mystical attitudes toward thinking still persist, while new 
physiological rationalizations are adopted to give them a solid look. 
These traditional hypotheses which banish thinking, imagination 
and dreams from the naturalistic world, and locate them in a con- 
scious or unconscious psyche, are entirely out of step with present- 
day interpretations of the rest of human conduct. The behavior 
pathologist or therapist who clings to suc^i anachronistic specu- 
lation brings hi^elf face to face with this ancient and insoluble 
psychosomatic riddle. How can a psyche in a psychic world deter- 
mine the activities of a soma in a physical world, or vice versa? 
If this had been the riddle that the Theban Sphinx asked Oedipus, 
he would never have lived to wed his mother. The psychosomW 
riddle has no answer and, for us, no meaning either. 

We know today that thinking is affected by fever, fright, toxins, 
starvation, anxiety, fatigue and malnutrition, in the same general 
ways that other biological coordinations are. Thinking can be sped 
up and slowed down, controlled, predicted and changed within the 
same general limits and under the same general circumstances as 
those altering and governing other biosocial behavior. It shows 
typical practice effects, it can be impaired by disuse and disease, 
and it always reflects an individual s culture and the organization 
of his particular society. Tliere is neither advantage in nor necessi^ 
for excluding thought from the category of human behavior. 

What we speak of collectively as thinking includes a number of 
great systems of symbolic or substitute reactions, most but not all 
of them covert. Thought is not simply mute or amputated lan- 
guage; neither is language merely the expression of pre-existing 
drought. But a great deal of thinking in adults .shows an unmistak- 
ably intimate relationship with linguistic forms. Active, structured 
thinking, that deals with events customarily formulated in words. 
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wfll tend to follow language organization. Dreams, daydreams and 
passive toagining, which deal with infrequently and incompletely 
communicated matters, tend toward more non-verbal organization, 
including isometric muscle tensions and those residua of perceptual 
reactions which we loosely term imagery. 

Language habits are social habits, social in origin and social in 
structure. Therefore, the more thinking is organized in accordance 
with language structures, the more likely it is to be socially valid, 
and to lead toward adequate social behavior that corresponds to 
the patterm of group living. The reverse may also be true. For 
example, in the behavior disorders wherever social communicatioh 
in language suffers disorganization or deterioration, thought may 
show a corresponding change. This we shall see most clearly in 
schizophrenia when prolonged nonparticipation in shared activities 
results in a disabling, though not always incurable, disorganization 
of language and thinking, to the point where both are practically 
useless as social instruments. 

From what we have already said, it must be obvious that think- 
ing has a great deal in common with emotional reactions. Both are 
displayed quite publicly in early childhood, both come under the 
organizing and inhibiting influence of social learning, and both 
grow increasingly private as an individual matures. Neither, how- 
ever, loses completely all of its asocial characteristics. Emotional 
components enter into a great deal of thinking; and thinking is in- 
volved in a great many emotional reactions. Perhaps only the 
most casual thinking is without some touch of emotional attitude 
in its background. Certainly the two are closely related in origin 
and mode of operation. Both being predominantly covert and in- 
ternalized, they may organize the field of private, unshared reac- 
tions between them. Their activities, far from being fundamentally 
opposed as the mediaevals taught, are complementary and compen- 
etrate. This intimate relationship is of especial importance in the 
organization of interlocking attitude systems into social roles, where 
emotional thinking and socially modified emotion play leading parts 
in normal behavior and its pathological distortions. 


ROLE-TAKING AND BEHAVIOR DISORDERS 

In oiur discussion of personality development we saw that social 
roles are organized and differentiated quite early in life. These 
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roles are acquired through the child’s interbehavior widi his par- 
ents, his siblings and the other persons making up his human en- 
vfronment, and they are defined in terms of this interbehavior. 
Since the attitudes and responses of a child’s seniors to him are 
largely prefabricated by the culture into which he and they are 
lx)n^ and in which he and they are reared, his own role-taking must 
inevitably show the same cultural influences as theirs. For us, a 
person’s role-taking habits are of very great significance because 
defects, distortions and exaggerations in their operation can give 
rise to all kinds of damaging behavior pathology, especially in ado- 
lescent and adult life. This is most obvious in compulsions and 
hysteria, as well as in delusional and in hallucinatory developments, 
where we shall discuss role-taking in some detail. But before we 
go on to consider frustration, conflict and the so-called “psycho- 
logical mechanisms” or adjustive techniques, we shall need to un- 
derst^d just what the basic implications of role-taking are for per- 
sonality organization and the behavior disorders. 

Let us begin by defining our terms. We mean by the role, a 
comprehensive and coherent organization in behavior of function- 
ally related, interlocking attitudes and responses. The role is a 
product of social learning, which has been culturally defined by 
the behavior of others, and is based either upon direct personal 
interaction, or upon the symbolic substitutes for personal interac- 
tion in conventional language and thought. By role-taking, we 
shall mean the living out of such a social behavior organization, 
whether as play, as social imitation, or as one’s real-life situation. 
In real-life situations, role-taking means earnestly behaving as, and 
therefore actually being, a particular social person in relation to 
other persons. It also includes overtly or covertly acting as, without 
being, a particular social person and, by so doing, getting hold of 
the social attitudes and the perspectives of that other social person. 
Role-taking of the latter kind is carried out regularly in verbal and 
pantomime soliloquy and in fantasy, substituting for full-dress re- 
hearses, or functioning as preparation for anticipated trouble, or 
as anticipation of hoped-for pleasures. Role-taking dways inHndes 
the highly important socid and asocid play-activities that hnmqT i 
beings carry on in dl walks of life, and at dl ages. 

Eariy role-faking 

The first role that every human being acquires is the one ne must 
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first learn to live - the baby of the fatnUy. What this shall include 
and how it shall be played are determined, biologically by the way 
the child is constructed, and culturally by the reactions of other 
persons toward his appearance and behavior. Their reactions and 
the cultural design of his environment together shape his role and 
train him in taking it. Before long, new sub-roles are differentiated 
in a growing child s behavior and these organize, expand and differ- 
entiate farther with his increasing biosocial maturation. He learns 
different reactions to his two parents, for example, becoming 
mothers boy primarily to one and fathers boy primarily to the 
other. In some families these relationships are quite differently 
organized and, although each role is restricted to the appropriate 
parent, its organization may have important effects upon the oper- 
ation of the other role a fact that competing parents are not slow 
to recognize. Within each of these two roles are differentiated the 
sub-roles of good boy and had boy, which we discussed in Chapter 
2, and these may also be differently structured in relation to what 
each parent demands, rewards and punishes. 

We must realize, of course, that such basic social roles are 
neither deliberately planned nor deliberately chosen by a child. 
They are, as we have pointed out, culturally defined by the be- 
havior of others and in part imposed upon a child’s behavior pat- 
terns by the limitations and demands of his human environment. 
Acquiring role-taking functions is, for the child, simply a result of 
his learning in particular situations with their contexts what he can, 
may or must do, and gaining skill in doing it through practice. 
What has already been said about the organization, spread and 
differentiation of attitudes and responses applies with equal force 
to these most inclusive behavior units, the social roles. A very 
young cMd kcks the ability to recognize, identify and analyze 
what he is living out as a social role. Until he has acquired consid- 
erable f acility with language behavior and socially organized think- 
cannot foresee, anticipate or predict very much beyond the 
stimulating here and now. 

Play and role-taking 

The social significance of play in personality development has 
already been touched upon. In his earliest solitary and parallel play 
a child gains practice in manipulation, locomotion and talk, and to 
a very limited degree interprets simple adult roles in terms of what 
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he sees and hears. But it is in his associative and cooperative play 
with other children that he best acquires skill in sharing activities, 
privileges, responsibilities and consequences. As the price he must 
pay for being admitted to the game and the group, a child must 
learn the techniques of subordination and superordination, as well 
as those of cooperation, competition and direct antagonism. Thus, 
by playing participative games with his peers, he is unwittingly ad- 
vanced far beyond the limits of his real-life roles, as the chUd in 
society, and inducted into roles patterned after those expected of 
older persons. Long before he really needs to understand them, 
for example, the growing child learns to play at being schoolboy, 
worker, policeman, soldier and parent, as interpreted of course by 
his playmates and himself. In other words he is getting practice, 
without recogni2dng it or caring about it, which may repay him and 
society later on. 

CMdhood play, even though carried on at the time for its im- 
mediate rewards, is unintentionally fruitful in other directions. For 
by taking this role or that in fun, children learn incidentally to see 
things from something approaching the diverse standpoints of all 
*e social persons whom they pretend to be. Each child finds out, 
in each role he plays, what he can look for in the behavior of chil- 
dren playing dominant, dependent or other reciprocal roles, and 
what he must do to meet, accept, resist or evade others’ demands 
in those roles. In each role he gains experience in doing and saying 
things, in having things said and done to him, and in maintaining 
consistent and appropriate organized attitudes, none of which be- 
longs to his real-life role of the child of such-and-such a family. 

Role-taking and shifting perspectives 

It is true that a person lives out as an adult veiy few of the roles 
he plays as a child. Play’s most significant contribution is not so 
much rehearsal in the role as practice in role-taking, in acting m con- 
cert with others and sharing or opposing their aims, in acquiring skill 
in reciprocal functions. Perhaps most important of all, is the skill 
play allows one to acquire in the techniques of making a shift from 
one role to another, when the need arises for gaining an impartial 
view of one’s own behavior, or understanding the point of view of 
someone else. A child learns in group play to adopt as realistically 
as he is able, for example, the attitudes and points of view of father 
and mother as weU as of their baby, of doctor and nurse as well as 
of patient, of teacher as well as pupil, of storekeeper and customer 
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at the same time, of cop and robber, of defending friend and at- 
tacking enemy, of princess, cowboy, admiral and Indian, the pur- 
suer and the pursued. He gains skill in abandoning one role at a 
moments notice and adopting an opposite or reciprocal role, and 
in doing so he unwittingly discovers the advantage he then has in 
being able to anticipate what the other child, who takes over his 
discarded role, will do next. 

To the extent that an individual, in the course of personality 
development, learns to take social roles skillfully and realistically, 
acquires an adequate repertory of them, and becomes adroit in 
shifting from one role to another when he is in difficulty, he should 
grow into a flexible, adaptive social adult with minimal suscepti- 
bility to behavior disorders. The more effectively he is able to allow 
the attitudes and responses of others, which he predicts in sym- 
bolic role-taking, to influence his own reactions, the more com- 
petent he ought to be in social situations. He need not do exactly 
what others do, or even what they wish, but whatever he does 
should bear some functional relation to the ways they may be ex- 
pected to react. 

If, for example, a man is able to predict the reactions of others, 
by putting himself in their place and gaining momentarily their 
points of view, he thereby immediately wins a strategic position 
from which he can predict and prepare for their behavior from its 
very inception. To anticipate the reactions of many different per- 
sons, a man must have a repertory of many perspectives, and skill 
in going through its roles. To surmount or evade personal diffi- 
culties that seem at flrst to be insurmountable or unavoidable, a per- 
son often needs to be able to abandon his particular point of view, 
no matter how cogent it may seem and, in a different role, to gain 
a more workable perspective from some different standpoint. 

1^^^'^dual differences m the ease and adequacy of shifting from 
one social role to another, in fantasy and discussion, seem to under- 
lie differences in individual susceptibility to some kinds of behavior 
disorder.^ Muncie has called attention, for example, to what he 
terms die “rigid personality” of many individuals developing per- 
sistent psychoses.B It is our suggestion that these susceptibles are 

< Compare the study of individual differences in the rigidity of behavior in 
young children in E. Lemer and L. Murphy, “Methods for toe study of per- 
sonality in young children,” Monog. Soc. Research Child Development. 1941 
vol. 6, No. 4. r » > 

® W. Muncie, “The rigid personality as a factor in psychoses," Arch. Neurol. 
Psychiat,, 1931, vol. 26, pp. 359-370. 
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persons who, for one reason or another, have failed to develop the 
social skills involved in running through a repertory of diflFerent 
perspectives, particularly if strong emotional reactions are prom- 
inent. When insurmountable personal difficulties arise, they can- 
not abandon the non-adaptive perspective by shifting through 
others to one that might offer a different solution. This fixity of 
perspective, which is so characteristic of nearly all delusions, is 
what psycluatrists mean when they say that a patient lacks insight. 
He sees things only from a single standpoint for which he seems 
unable to substitute any other, even for the purposes of the moment. 

Discrepant and contradictory social roles 
Role-taking behavior normally appears in situations that resemble 
or are in some way equivalent to the situations in which the par- 
ticular role was originally organized. When, for example, we step 
from a certain kind of situation into a different kind, into one that 
provides us with different companions, responsibilities and rewards, 
we ordinarily change our role to one that is appropriate to the new 
situation. The behavior discrepancies that may appear between 
two major roles are common sources of maladjustment. Some per- 
sons regret them or worry over them, some rationalize or defend 
them, while some grow virtually amnesic in one role for all that 
goes on in the other. Even the most glaring contradictions in role- 
taking behavior do not in themselves alone constitute behavior 
pathology, nor are they necessarily even a sign of hypocrisy and 
deceit. They are usually no more than indications that a person 
has very different functions in two or more different capacities and 
that his behavior has, at some time previous, been organized sep- 
arately and practiced separately in accordance with each role. 

We can illustrate the normal contradictions in role-taking, which 
have far-reaching implications for behavior pathology, by two com- 
mon examples. The man who acts the kindly husband and father 
at home, sincerely and with all his heart, may act the hard-bitten, 
relentless manager at work, and with equal wholehearted sincerity. 
No one can justly accuse him of posing or pretense in either role, 
and yet in each he may be all but unrecognizable to those who 
know him only in the other. Look at such a man in still other situ- 
ations. He is one person at church and quite another in a tavern, 
y^ earnest and acceptable in both places. He is one person coping 
with a haughty and valuable client and something else in the role 
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of jolly-boy the same afternoon, as he buys tickets to a ball gamo 
with his cronies. ® 

Consider also the married woman who can, in a single day, play 
genuinely and with complete earnestness the roles of loyal wife to 
her husband, devoted daughter to her parents, protective mother to 
her children and aggressive president to her fellow club members. 
In every role she is a diflFerent person, known for different func- 
tions and valued for discrepant reasons, and yet in each role she 
can be honestly herself. But for some individuals the contradictions 
in role-taking may under certain circumstances lead into behavior 
shall see roles at war in the compulsions, bitterly 
and sometimes dangerously attacking one another in depressions, 
mingling confusedly in schizophrenic disorganization and formed 
into imaginary persecutors in paranoid disorders. We shall see 

them also reaching a solution, in impasse, in hysterical disabilities 
and amnesia. 


Language and thought in role-taking 

Language habits creep so gradually into all reactions that no one 
can really say of a child’s behavior, “Here at this instant role-taking 
in terms of language had its start.” In play, language at first func- 
tions merely as a component or an accompaniment, but later and 
secondarily it acquires status as a semi-independent, equivalent 
orm of behavior that allows its possessor to take roles first in words 
without deeds, and then in fantasy as well. We have pointed out 
that language habits mold us into conformity with our culture, be- 
cause language is a cultural product and highly conventionalized, 
and we have said that through language our covert symbolic be- 
havior IS ako orgamzed along social fines. On the other side of the 
ledger is the fact that language and organized thought are together 
mTOsty * our potentialities for social role-taking enor- 

Talking becomes in itself not only the most effective instrument 
ot interpersonal communication, eventually superseding all others 
but ^so the medium through which one builds up a repertory of 
social roles. By learning to say what others say in contort, a tiild 
. learns first to express their attitudes and then, by expressing these 
wnventional attitudes appropriately, he tends actually to squire 
theni as his own. When he corrects someone else or himself, he 
speaks his mother’s words, with her inflections and something of her 
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look snd stance. This sort of thing enables the child to speak and 
act as others in his culture do, to take their attitudes and play their 
roles when he wishes. In so doing he is also able to hold their 
perspectives and have their social reactions toward people, things 
and events, and even toward himself as an object. These attitudes, 
roles and perspectives he can also carry away with him and use in 
his private talk and fantasy, and to them he can add still other 
make-believe parts from the stories he hears and reads. 

The uses to which symbolic role-taking can be put are infinite. 
Every half-grown child who has erred and strayed in some specific 
way more than once knows the value of being able to predict what 
will happen on his return. Role-taking exercises in words, pan- 
tomime and fantasy may, for example, completely preoccupy a boy 
as he moves homeward late again for supper. He sees his modier in 
imagination greet him. What ought he say and how will she 
react? 

To play through such a drama in advance, .a boy must be already 
practiced in the art of shifting roles, of alternating between being 
himself and saying things to his imagined mother, and then taking 
his mother’s role to receive what he says, and react to it from her 
perspective, not his own. Now he makes his excuse in his own role 
and quickly parries it in hers. He runs through another and another 
formulation in the same fashion, rehearsing his own phraseology as 
well as her imagined acceptance of this or that verbal peace offer- 
ing, or her annoyed rejection of it. Clearly, the more skilled and 
faithful he is in taking her attitudes, and the greater his agility in 
slipping in and out of roles, the more successful he is likely to be 
in readying his craft for the approaching domestic storm. Parents, 
who find themselves bested by such predigested tactics, should 
comfort themselves with the realization that their child is learning 
strategies of inestimable value for his career, and for his home life 
as an adult. 

Once a person has acquired the language habits of his culture, 
and through them developed organized social thinking, he can play 
roles through entirely in words and fantasy if he so desires, and 
without bringing diem to bear upon any public activities what- 
ever. Roles played in words and fantasy can be made more varied, 
conventional and self-consistent than those acted out overdy in 
toe <^pany of others. Moreover, they need not correspond at all 
to what the talking or thinking role-taker could possibly do or be 
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himself. He can, for instance, fantasy or act out alone in symbols 
that he is rich, powerful and handsome, or poor and persecuted, 
even though he be none of these. He can play in symbol substi- 
tutes a role that no human being can take in direct overt action. In 
fantasy a man may cut the world in two, or snuff the sun out like a 
candle, walk on clouds, Hve ten thousand years or change into a 
potato. 

Unquestionably role-taldng that is confined to fantasy and talk 
brings rewarding experiences to normal persons. It passes time, 
relieves the boredom of waiting, brings us little unearned dividends 
of pleasure, allows us to do and be things, to see, hear and say 
things which stubborn public facts forbid. We use such role-taking 
in fiction, poetry, drama, religion, painting and sculpture. We 
employ fantasied roles in private to relive or change the remem- 
bered p^t, to predict and shape a future we expect, or one we 
know will never come. 

Unfortunately, role-taking confined to words and fantasy intro- 
duces its user to serious risks. One can become addicted to its 
pleasures, and even to its threats, more hopelessly than to morphine. 
Every state hospital houses men and women who have learned to 
live so completely their fantasied roles that they have become 
socially useless, sometimes incapable even of feeding and dressing 
themselves without constant help. Their fantasies have over- 
whelmed and enslaved them. Ungovernable fantasy is also found 
in many a chronically anxious mother who goes through an imag- 
ined drama in which, for example, her child is killed horribly 
whenever he is merely late in coming home from school. The 
lonely, piKzled brooding of paranoid individuals may also bear ill 
feiit Quite suddenly — in one of our cases after two and a half 
years of solitary puzzling - everything may seem clear to the un- 
^minunicative thinker {sudden clarification), and lead to his taUng 
irretrievable action on the basis of imagined events. 

Self-reactions and role-taking 

By a self -ration we mean the behavior of an individual in direct 
relation to himself as a social object, A person’s self-responses are, 
therefore, the specific patterns which he has acquired in relatiori 
to his own appearance, his competence, his conduct and his status. 
His self-attitudes are the behavioral backgrounds that facilitate 
and support specific self-responses. In configural terms, a self-re- 



98 LANGUAGE, THOUGHT AND ROLE-TAKING 

aponse is the figure and its self-attttude the ground. A self-attitude, 
like any other attitude, may be aroused without leading at the 
time to a specific response, but it may none the less influence the 
course and outcome of a developing situation, and determine the 
character of responses to other persons and things. 

This process of reacting to oneself as to a social object is only a 
special case of acquired role-taking, in itself neither mysterious nor 
profound. In our childhood, we learn from others to look at and 
speak about our own bodies in the same way that we learn to look 
at and speak about other objects within the range of our responses. 
We learn in childhood to comment on what we are doing or have 
done, in the same manner and by the same behavioral techniques 
as those we use in commenting on our mother’s competence and 
conduct, or the postman s or the dog’s. We learn from others to say 
who and what we are, and to give our social status a under 

the same conditions as those by which we learn to state other inter- 
personal relationships, who and what our father is and what his 
status is in society. In the self -reaction the only aspect that is 
special is the focus of our behavior. The behavior techniques and 
the way they are acquired are common to all ordinary products of 
social learning. 

Reacting to oneself os o physical object 
One product of the growing infant’s own behavior is that it helps 
him differentiate in action between what is his own body and what 
is not. He may play with his toes as he plays with other objects, 
but the stimulating effects upon him are not confined to his hands 
and, moreover, the toes are always around and bear a peculiar rela- 
tionship to his behavior. He may be able neither to identify nor to 
analyze these special characteristics, but they infljiPince what he 
does to his toes and how often. He can likewise pound his finger 
with a block, in just the same way that he pounds the floor. But 
pounding a finger produces reactions in him that terminate the 
artivity, and substitute avoidance and protective modifications of 
his play, just as less direct but equally painful situations later on 
develop defensive avoidance and protection, by their effects upon 
him. A child s hands also learn to localize the accessible body areas, 
through his refiex scratching and incidental manipulation, and’ 
where his hands go his eyes may follow. 

By these and countless other such maneuvers, multiplied and 
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compounded, a child leams to treat his own body parts diflFerently 
from other targets of his behavior. But what is of still greater sig- 
nificance to us than this, he has meanwhile also been learning m 
terms of his own action the limits and characteristics of his body 
as a physical object. He has learned to treat his body as a physical 
object through the use of techniques which, even though more 
cautious and considerate, are of the same kind as the ones he uses 
in dealing with other objects. He treats his body as a thing, a 
special object, but still an object. We shall need to recall thi,s 
process and this fact when, in the behavior disorders, we find 
someone talkin g about, hurtin g^gnd even mjjfjLaHng' Qg 
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speech, but speech enonnously increases their effectiveness, crystal- 
lizes and conventionalizes them. The child quickly learns to say 
fte same words that others use in commenting on his appearance, 
competence, conduct and status. He hears and he says, "Good boy” 
when Im cleans his plate. Naughty” when he makes a mess or dis- 
obeys, “No-no” as he reaches for something forbidden. The little 
girl learns to call her best dress pretty, and herself pretty when she 
is in it At first these evaluative words come straight out of some- 
thing someone else has just said. The child’s earliest versions of 
self-response are apt to sound mechanical and unconvincing, be- 
cause they lack appropriately developed self -attitudes to give them 
an .adequate background. They are something like the comments 
of a trained parrot. But soon the child learns also the inflections, 
the gestures, and even the personal mannerisms of those around 
him. Eventually he is able, in simple and familiar situations, to pass 
judgments upon his performance, status and appearance that agree 
closely with those of his domestic associates. 

What a child learns to say he can also learn to think. What he 
learns to think he can keep to himself and use for his own private 
purposes. The self -reactions that a child or a grown-up does not 
share with someone else are not debatable by others. They can- 
not be amended or contradicted directly by another person, and 
they do not expose an individual to criticism, ridicule or loss of 
prestige. Even though the child originally adopts his self-reactions 
from the behavior of other persons toward him, and toward others 
around him, he may keep them private — hidden and inaccessible 
to other persons and sometimes, through repression, inaccessible 
even to self-analysis. 

A child, an adolescent or an adult can learn to use his self-reac- 
tions also in fantasy, as we shall see abundantly illustrated in the 
behavior disorders. Although reacted to by those around him as 
weak, dull and unworthy, he may in fantasy take completely or in 
part the role of some other social person who is strong, clever and 
valued. A young adolescent girl who finds her real-life social role 
to be that of a homely, unintelligent, unrespected person, can with- 
out fear of contradiction fantasy herself as a lovely, wise, desirable 
princess. In her daydreams she reacts to herself as a social object 
from this fantasied perspective, even though her daily life belies the 
dream. Thus a seventeen year old dishwasher built up such a 
strongly organized role in her fantasied self-reactions that it finally 
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prevailed. She considered herself a beautiful duchess, walked on 
her tiptoes, her mien proud and sweet, her gestures graceful and 
commanding. Other therapeutic efforts failing, contact was finally 
re-established through insulin shock therapy and the patient recov- 
ered well enough to return home. 

Self-approval and self-reproach 

When a child has learned to give his elders’ responses in evalu- 
ating his own conduct and appearance, he has also acquired some- 
thing of their supporting attitude, the one that goes with a par- 
ticular judgment. His parents have rewarded good behavior, let us 
say, with smiles, kind words and emotional warmth. Bad behavior 
they have punished with frowns, rebukes and coldness. The 
learns to react to his own behavior similarly. He can call his con- 
duct good, praise himself sotto voce or aloud, and even be gratified 
by his own praise, smile and feel a glow of warmth when he is by 
himself. This is the reward that his parents have in the past given 
him, and he has learned how to give it to himself with similar re- 
sults. We call it self-approval. It is a self-reaction to a person’s 
own behavior whose pattern each adopts originally from his elders, 
and whose effects upon himself in adulthood are rewarding in the 
same way that his elders’ approval rewarded him when he was a 
child. 

Suppose, instead, that what a person does seems very wrong to 
him when he gives these self-reactions which he has derived from 
others. Now he frowns and takes attitudes of self-reproach; some- 
times he overtly rebukes and even rejects himself as the doer of a 
wrong deed. These, again, are the words and attitudes of others 
which he has taken as his own. They punish him because they 
rearouse guilt and anxiety, precipitate the dismal state of the re- 
jected, unloved child which he once learned in action at his parents’ 
hands. In adulthood this little play sometimes grows into a tragic 
melo^ama, where the depressed self-accused lashes himself so 
mercilessly in talk and fantasy that death seems the one promise 
left of penance and relief. 

The potentialities for frustration and conflict are very great in 
self-reactions, as we shall see in the next chapter, but the possibility 
of self-deception is also great. It is hard enough to be honest with 
another person when honesty hurts, but at least you can get away 
from the one who hurts you or is hurt by you. It can be very much 
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harder to be honest in one’s self-reactions if it hurts, since flight 
from oneself is impossible and even distraction or forgetting dSs- 
cult When it comes to self-approval there are many temptations. 
It is not easy to forego the rewards of self-approval when they are 
so easy to bestow upon oneself. We all have little ways of modi- 
fying our recall so that painful and discreditable things may be 
seen in a different light, repressed, reversed or ascribed to someone 
else. We develop protective, defensive, nullifying techniques that 
help us to retain self-approval and avoid self-castigation. In think- 
ing over an act or an omission, we subtract or add something, 
change a sign here and a referent there, with the result that we 
escape self-reproach and sometimes precipitate self-praise instead. 
We like to think that these somewhat shady maneuvers belong to 
a special class of individuals whom we call psychopaths, but the 
fact is — and most of us know it — that the use of such maneuvers 
is universal in our culture. 

Because people become so easily superstitious over the word self, 
let us repeat here in closing that self-reactions, whether verbal or 
non-verbal, overt or covert, are no more and no less than acquired 
patterns of behavior. They are reactions of a biosocial man, woman 
or child to his own appearance, behavior and status as a social ob- 
ject, originally learned and practiced overtly in the company of 
others, and secondarily carried over into silent speech and socially 
organized thinking. Self-reactions always remain human behavior, 
never becoming transmuted into static substance, never reified or 
transformed by diagrams into a compartmentized psyche. There is 
no single, united self at the core of our being.® We are, as we 
have seen and shall see again more clearly, many persons in a 
house divided. The basis of much frustration and many conflicts is 
in this universal circumstance, that no man ever fuses all his self- 
reactions together into a single, unambiguous, coherent whole. 


Aliport, 
, 451- 


' ' me ouueiurts or me ego, Psychol. 

Rev., 1944, vol. 51, pp. M4-314; P. Bertocci, “The psychological self, the ego 
and personality, Psychol Rev., 1945, vol. 52, pp. ^-99. ® 
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IN ALL SOCIAL STRATA and in all phases of per- 
sonality development each one of us must learn to cope repeatedly 
with frustrated need, with delay, thwarting and conflict. We have 
already sketched some of the difficulties human beings encounter in 
passing from the asocial behavior of the ffiological baby, through 
the complexities of childhood, domestic, neighborhood and sch(wl 
life, into adolescence and the biosocial maturity of full adulthood. 
But of course one’s difficulties in conforming to the conditions of 
biosocial group living do not disappear when maturity is reached. 
Indeed they never disappear. Life’s complexities seem always to 
exceed our immediate competence. Need and desire keep ever 
ahead of our behavioral resources as well as our economic ones. 
Throughout the successive phases of our life-span, new and differ- 
ent demands are continually arising that require us to develop or 
adapt new and different techniques with which to satisfy or cir- 
cumvent them. And finally, when we have reached life’s zenith, 
there lies right ahead of us the downward slope with its peculiar 
hardships, and death at the bottom. 

We human beings have developed such a close-knit, interde- 
pendent social organization that we cannot escape for any long 
period of time the conditions out of which conflict and frustrated 
need arise. Each of us is impelled by the everyday conditions of his 
childhood to acquire special techniques enabling him to overcome, 
counterbalance or nullify, to evade or disown the countless diffi- 
culties that will not yield to simple head-on attack. We differ from 
one another in the effectiveness with which we use such techniques 
and in the degree of thwarting, delay and conflict we can tolwate 
before our techniques begin to trip us up. In behavior pathology 
we shall see how the chronic or progressive unskilled use of these 
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special behavior techniques, under conditions of stress, may lead 
one only into new difficulties which turn out to be worse and more 
enduring than the original ones. 

NEED AND SATISFACTION 

At birth our structure is sudi that we at once develop needs 
vvhich only the environment can satisfy. For a time these are purely 
biolo^cal in character, such as oxygen-need, the need for fluids and 
nutrition, needs to excrete and eliminate, needs for protection 
against drying, overheating and overcooling. Theoretically, such 
biological needs could be satisfied by automatic machinery which 
took care of each lack as it arose, thus in effect prolonging the 
characteristic features of life in the uterus. In practice, however, 
the satisfaction or removal of infant need always requires the help 
of older persons, and it is through the reactions of these other 
human beings to him that an infant becomes socialized. Before a 
child is many months old, nearly aU of his need-satisfaction se- 
quences show some important modification that can be related to 
his continued interaction with mother, father and siblings. Nor is 
this all. For as biosocial maturity progresses, every individual de- 
velops new needs and new satisfactions on the basis of new activ- 
ities and new relationships. Throughout his life, as long as learning 
is pwsible, new need-satisfaction sequences will appear from time 
to time in every person’s repertory of behavior. 

The needs of a newborn baby determine its dependence upon the 
immediate environment for the maintenance or recovery of the bio- 
logical equilibrium which constitutes hving. The needs of an adult, 
on the other hand, express a dependence which has been conven- 
tionalized and elaborated through social influences, until the direct 
biological contributions have dwindled in importance and some- 
times almost disappeared. The satisfaction of simple need gradu- 
ally becomes a part of more extensive and more intricate biosocial 
modes of living, while other needs and other satisfactions arise 
which are sometimes more imperious than hunger and thirst Men 
and women may choose to starve rather than abandon the satisfac- 
tion of certain acquired needs which their social trai ning or indi- 
vidual idiosyncrasy has made prepotent in their behavior. 

It is misleading to dismiss these socially determined needs as ex- 
pressions of human instinct, as we used to do in psychopathology. 
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Cross-cultural studies show that needs develop diflFerently in di£Fer- 
ently organized societies, and the techniques for satisfying 
which are prescribed by one subculture may be proscribed by a 
neighboring one. Moreover in the behavior disorders there often 
arfae highly individualistic need-satisfaction sequences which, not- 
withstanding their unique and socially invalid character, still moti- 
vate a patient to incredible effort and endurance. By this timA it 
has become clear that, before proceeding further, we must define 
need and satofaction in such a way as to include the biosocial be- 
havior of children and adults, as well as the biological behavior of 
the newborn, and the reactions of abnormal persons as well as of 
normal ones. 

With such ends in view, let us define need as a condition of 
unstable or disturbed equilibrium in an organism’s behavior, ap- 
pearing typically ^ increased or protracted activUy and te^om 
Need may arise directly from a change in the organism’s relation- 
ship with its environment, as when the surrounding temperature 
rises or drops considerably, or as a direct result of the organism’s 
metabolic processes, as in hunger and thirst. It is also a common 
outcome of symbolic behavior -of talking, reading and thinking. 
Need is characteristic of all ongoing activity sequences, covert as 
well as overt. 

In children and adults the increased or protracted activities and 
tensions of need may result directly in behavior which restores the 
organism to a condition of equilibrium, as for example in eating. 
We call the termination of need, when it is the outcome of such 
action, direct satisfaction. Need also terminates commonly through 
a shift in activity, through distraction by some new stimulation, or 
as, the result of some learned substitution. The termination of need 
by such means we call indirect or substitute satisfaction. In the 
endless compromises demanded of every individual by the condi- 
tions and traditions of group living, indirect or substitute satisfac- 
tion plays a prominent role, whether the behavior involved be nor- 
mal or abnormal. 

Human adults, in particular, are prone to react in relation to cer- 
tain need-satisfaction sequences with pleased, accepting or expan- 
sive behavior, immediately after or some time after the need has 
been satisfied. This pleased, accepting or expansive after-reaction 
to a need-satisfaction sequence is what we mean by gratification. 
Thus hunger is need; filling the stomach may terminate the need 
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or satUfy it directly; while patting the abdomen, smiling, or com- 
menting on the food, on the act of eating and on one’s state of 
repletion, is the gratification. This after-reaction of gratification 
may, of course, appear when one has just eaten, and it may appear 
next day in recall, or next year or a score of years later. 

We stop to make this distinction between satisfaction, as the ter- 
mination of need, and gratification as an after-reaction, because 
gratification in human life is frequently more important than the 
need-satisfaction to which it is responsive. Talking, reading and 
thinking about appetite and eating, about thirst and drinking, about 
SM need and satisfaction, become ends in themselves to most indi- 
viduals. This is one of the bases of the addiction to verbal recall we 
see in clonic raconteurs, and of the addiction to private fantasy 
we see in schizophrenia. Moreover, the after-reaction to a com- 
pleted need-satisfaction sequence often undergoes a change in 
sign. One’s after-reaction to need-satisfaction involving pain and 
hardship, for example, particularly if a long period of time has in- 
tervened, sometimes changes from one of disgust to one of wistful 
pleasure. Conversely, one may after-reacA to sexual need-satisfac- 
tion at the time wih deep gratification, but weeks or years later 
the after-reaction to recall of the want may change to one of sor- 
row, chagrin or revulsion. The latter change is typical of anxious 
depressives and reformed sinners. 

According to our definitions, even stumbling and itching precipi- 
tate simple but imperious needs. Their satisfaction would result in 
Ae one case from righting movements and in the other from scratch- 
f^3.t stops the itch. In either situation gratification, as we have 
defined it, might or might not arise as a positive after-reaction to 
removal of the need. But we must remember that gratification ma y 
also appear as an after-reaction to the activity which ori ginally 
achieved satisfaction or termination of the need. This is of especial 
importance in behavior pathology. Some compulsive patients, for 
example, become so seriously addicted to scratching as a source of 
satisfaction that their excoriations produce large areas of chronic, 
and sometimes severe, inflammatory skin reactions. Protection of 
the area from scratching usually results in rapid improvement, but 
unless the patient’s needs are worked on, as well as his ski n, the 
whole need-satisfaction cycle will start up again as soon as super- 
vision flags. 

Less dramatic than stumbling and itching, but of the same order 
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of simple need, are the pressures, pulls and cramping involved in 
ones standing, sitting or lying in a fixed position. Obviously, direct 
satisfaction can be achieved through movement, or shift in tansions, 
which changes the pattern of stimulation and of vascular flow. Grat- 
iflcation may follow overtly in the form of grunts, grimaces or com- 
ment. Other simple needs arise when the skin temperature falls 
outside the optimal range, in either direction, when humidity and 
still air interfere with adequate percutaneous vaporization, and 
when the oxygen-carbon-dioxide balance is progressively disturbed. 
The organism under such conditions grows restless; the restlessness 
subsides when environmental circumstances change or the organ- 
ism’s relationship to them is readjusted. 

Needs such as the foregoing often occur quite incidentally, in the 
course of some other activity or during sleep. Unless they are per- 
sistent or intense, their satisfaction usually does not interrupt or 
seriously modify a person’s dominant ongoing behavior. The oc- 
currence of organismic disequihbrium and the restoration of equi- 
librium, when these take place at a relatively automatic and inci- 
dental level, are popularly referred to as “unconscious” processes. 
This term denotes the same reactions that we have just been dis- 
cussing. Unfortunately, however, it also carries ambiguous implica- 
tions which have for centuries led students of behavior into meta- 
physical quicksands. We choose to discard the ambiguous label, 
“unconscious,” because it confuses our problem, without in the 
least adding to our knowledge or increasing the adequacy of our 
explanatory principles. But while in the interest of scientific clarity 
we avoid this anachronism, we shall by no means neglect the many 
different genuine phenomena which in the past have been relegated 
to a supposed unconscious world of unreality. 

Hunger and thirst 

Hunger and thirst as simple needs, demanding for their direct 
satisfaction nothing more than the ingestion of food and drink, are 
seldom of direct importance in behavior pathology. In contrast, 
the complex biosocial needs which develop out of activities more 
or less indirectly related to hunger and thirst contribute signifi- 
cantly to the symptoms of behavior disorder. As we have seen, 
eating and drinking enter into a great many interpersonal relation- 
ships not directly dependent upon an empty stomach and a dry 
throat In consequence, the mere ingestion of food and drink often 
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not satisfy an individual completely unless the associated social 
situation is also satisfying. If during a meal, for instance, something 
goes wrong with interpersonal relationships at the table, the com- 
mon thing is for symptoms to appear which may easily be mistaken 
by everyone present as signs of digestive disorder, instead of signs 
of emotional disturbance. The source of this confusion lies, of 
course, in the dual domestic and community functions of the viscera. 
We need not any longer attempt to explain it away by faUing back 
upon electrical metaphor, e.g., by postulating the “conversion” of 
an imaginary psychic force, energy or current into psychic dysfunc- 
tion. Hunger and thirst are always behavioral events in a unitary 
biosocial field. ^ 

We have already seen how hunger, thirst and their satisfaction 
are complicated very early in life by the necessarily close mother- 
child contacts. The human nursling gets its first taste of social life 
with its first feeding, ^ough the intimacies of normal mothering 
there are gradually laid down the behavioral foundations of such 
derived but imperative needs as those for the company of others, 
for human apprwal and acceptance, for love and the esteem of 
others. A mother s nursing and body-care routines develop certain 
patterns of expectancy in her child, and these in part determine 
also the patterns of his later more general security and insecurity. 

Weaning eventually terminates the intimate mother-child con- 
tacts of food-getting, but feeding still continues throughout child- 
hood and adolescence to be one of the chief instruments of social- 
ization. Nowhere else is the hierarchical status of a child in relation 
to other members of the family more clearly defined than at the 
meal table. At no other time of the day is the whole family simul- 
taneously engaged in the same personal need-satisfaction activity, 
with everyone’s moves open to the observation and comment of 
everyone else. The meal table in most homes is the chief pla ce for 
interchanges of attitude and opinion on every conceivable subject. 
Mealtime is the occasion for makmg communal plans and decisions, 
and for dispensing permissions and denials of importance to the 
young. 

The variety of personal interactions at mealtime has this impor- 
tant effect on childhood, that the satisfaction of hunger and thirst 
gets mevitably tied up with family loyalties and family strife, with 
reactions of gratitude, resentment, submission and aversion not log- 
ically related to eating and drinking, and even with abstract notions 
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of good and evil, of right and wrong. None of these socially im- 
portant reactions is originally a necessary part of simple hungw 
and thirst or of their direct biological satisfaction. But the t^- 
^ral and spatial juxtaposition is quite sufficient to establish an ef- 
fective acquired relationship. For example, a child may be ban- 
ished from the table and excluded from participation in the f amily 
life as punisliment for misbehavior in any field. Eating may thus 
come to symbolize acceptance and approval; only the worthy may 
partake. This symbolic connotation is gradually expanded to in- 
dude other individuals. Asking an outsider to eat with the family 
is, for example, a far greater mark of acceptance and approval than 
merely asking him into one’s house. Similar value often attaches to 
the giving and receiving of food as a present. Food and drink, 
eating and drinking, in these ways develop derived meanings and 
raise or satisfy derived needs that sometimes become even more 
fundamental to the biosocial welfare of the individual than ade- 
quate diet and fluid intake. 

Hunger and eating also enter into a great deal of religious think- 
ing, writing and practice. There are feast days and fast days, days 
for meat and days for fish, sacred animals and unclean animals 
which even the starving must not eat. The preparation of food, 
who prepares it and who serv^es it, the order in which it can be 
eaten, and even how it is taken into the mouth, are the subjects of 
stringent religious regulations. 

Our modern languages are rich in metaphors concerning hunger 
and thirst which relate these needs and their satisfactions directly 
to the most sacred rituals and beliefs. Folklore, mythology and 
childrens fairy tales are saturated with magical and superstitious 
incidents that link eating with sudden growth or shrinkage, with 
the loss or acquisition of strength, beauty and miraculous powers, 
with impregnation, changes in fertility or in sex, and with a mul- 
titude of other metamorphoses. Considering all this personal and 
cultural background, it should surprise no one to learn that eating, 
drinking and their actual or imagined consequences form the 
nucleus for so much of the common symptomatology of the be- 
havior disorders. 

To all the foregoing sources of possible behavior confusion must 
be added this fact, that the mouth is used in activities unrelated to 
actual eating. The mouth in all mammals is an important instru- 
ment of examination, manipulation and attack. These uses appear 
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in the behavior of little children as well as animals in the form of 
mouthing, licking and biting inedible objects and in advances to or 
assaults upon others. In the behavior of older children and adults 
these uses appear chiefly in the symbolic forms of grimacing, kiss- 
ing and speech. 

Some of the gestures and grimaces that regularly go with words 
of contempt, aversion and revulsion, for example, leave no doubt 
as to the relationship between the symbolic rejection of persons or 
opinions and the direct rejection of food. In kissing, the mouth 
plays an essential role with us in denoting social acceptance, affec- 
tion or sexual attraction. Our language is full of ambiguous allu- 
sions to social acceptance and rejection, to verbal and dental as- 
sault, to the gastric need for food and the spiritual need for suste- 
nance. Thus, we eat our words and swallow our wrath, the Lord 
spews us forth, we sink our teeth into a problem, drink in a message, 
find an explanation indigestible and reject it with biting comments. 
When a human being, with all these verbal ambiguities in his be- 
havior becomes confused, he often acts out as social operations 
what were intended to be only verbal metaphors.^ 

Such examples of the cultural and individual elaboration of com- 
plex need-habits from simple hunger and thirst illustrate a fact of 
basic, general significance for behavior pathology. Human beings 
regularly utilize the techniques they develop in satisfying biological 
need directly, for biosocial ends that are only remotely or symbol- 
ically related to the need. We have in this fact a key to the origins 
and meanings of a great many otherwise obscure and unintelligible 
symptoms, ^though pathological symbolization tends to be more 
individualistic than normal, and is occasionally unique for a given 
patient, it more frequently follows some well-known aberrant path. 
These sj^bols are not fixed in a “racial unconscious,” as the older 
writers insisted, but tend to develop along certain lines because 
human beings are anatomically and physiologically similar, and be- 
cause all persons in a given culture must share the same societal 
organization and encounter their difBculties under similar circum- 
stances. 

Thus, loss of appetite in hysteria and depression often represents 
the moral rejection of something other than food, or functions as 
self-punishment and self-rejection because of sin. In schizophrenia 

Neurol. Psychiat., 
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eating is sometimes confused with delusions of body change or im- 
pregnation, with sex conflicts, and with sanctification or 
status. Schizophrenics are not rare who must be continually drink- 
ing water to quench internal fires and purify themselves. To under- 
stand such syndromes we must be able to see that our cultural tra- 
ditions, the structure of our contemporary society, and the con- 
ventional uses of language all conspire to equate our need-satisfac- 
tion sequences to one another. They all tend to bring together log- 
ica ly unrelated matters, by inference, allusion, metaphor and alle- 
gory, and in such intricate ways that even the normal person can 
easily become confused. 

Sex need and satisfaction 

One of *e greatest achievements of twentieth-century psychiatry 
has been its frank recognition that sex need and frustration play a 
pre-eminent role in neuroses and psychoses. Thanks largely to the 
pychoanalytic revolt, around the turn of the century, the task con- 
fronting us today is no longer one of demonstrating this fact. It is 
now rather one of so broadening the base of behavior pathology 
that we do justice to the multiplicity of factors leading to and per- 
petuating behavior disorders. There are, however, certain peculiar- 
ities of sex need and sex satisfaction which, under the conditions 
imposed by group living in our society, help to explain the role of 
sex in behavior pathology. 

In the first place, direct sex satisfaction, unlike the satisfaction of 
hunger and thirst, can be delayed for months and years or even 
permanently denied >vithout leading necessarily to death of the 
organism. The physiology of sex thus permits arbitrary thwarting 
and modifications of sex behavior in ways and to degrees biolog- 
ically impossible in the case of hunger and thirst. A further unique 
characteristic of sex activity is that, whereas direct and indirect 
erotic stimulation can occur from early infancy onward, adequate 
heterosexual reactions are for several years genitally impossible and 
for several more years socially prohibited. These conditions of 
delay, thwarting and conflict, appearing intermittently over a period 
of years, are the very ones to induce substitutive tension-reduction 
by Ae usual learning processes. This situation helps to explain the 
variety of objects, situations and acts which may function in differ- 
ent individuals as substitutes or symbols in relation to sex need, 
satisfaction and gratification. 
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Infants, children, adolescents and adults under conditions of 
privation learn to gain reduction in sex tension through non-sexual 
activities with varying degrees of success in different individuals 
and at different ages. They learn also to give sex reactions to orig- 
inally non-sexual objects, to derive sex satisfaction in relation to 
these and develop after-reactions of sex gratification both to orig- 
inally non-sexual objects and to non-sexual activities. Many substi- 
tute objects and activities are culturally determined and soeially 
recognized as legitimate sex surrogates or symbols, either openly or 
by tacit consent. Many others which may be the outcome of inci- 
dental learning are socially prohibited or scorned. Even in the lat- 
ter instance, however, there is considerable uniformity among the 
taboo sex activities (perversions) and the socially inacceptable sex 
excitants (fetishes). This is undoubtedly attributable to the rela- 
tive uniformity of human structure and of social organization. 

We need not, of course, conclude that sex behavior is socially 
controlled or prohibited only because control and prohibition are 
biologically feasible. Neither need we ascribe sex regulation, as 
some unhappy writers do, to the malignant envy of aged law- 
givers. There are other and more cogent reasons. One is the im- 
portant fact that normal sex satisfaction involves the reciprocal sex 
behavior of two persons, and the weaker of the two is also the one 
who alone must take the biological consequences of sex satisfaction, 
in pregnancy and childbirth. Sex need and satisfaction have this 
other unique distinction, that they may lead to the production of 
new individuals. The community, which has the job of assigning 
responsibility for the care of offspring to their presumptive parents, 
assumes the right to control the situations and activities most likely 
to end in procreative behavior and parenthood. 

Another common outcome of human sex behavior is frequently 
overlooked. Out of the processes of mating and procreation, unex- 
pectedly powerful reactions of possessiveness and jealousy may 
emerge which have potentialities for both good and evil in human 
society.^ Difficulties arise when the participants in sex relations do 
not anticipate such an outcome. Sometimes, when they encounter 
it in themselves, they tend to regard the whole liaison with super- 
stitious awe. In one of our cases a fantastic delusional explanation 
was evolved by the patient in an attempt to account verbally for 
just such an unpredicted attachment 

The patient was an unmarried graduate student, at a men’s uni- 
versity, who had been trained by a scholarly father to take great 
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pride in developing reason and strength of character. He suddenly 
found himself falling irresistibly in love with a domestic employee 
of little education or personal charm. This situation, in the light of 
his own background and his well-laid plans for a career, was com- 
pletely inexplicable to him. For it not only contradicted his most 
unshakable principles, but violated his conception of himself as 
strong-willed and superior. He confided his discovery to no one, 
but pondered over it constantly when lie was alone. 

After sevei al weeks of solitary struggle and perplexity during 
which, however, he continued the clandestine affair he had begun, 
the patient decided that the girl must be using some special tech- 
nique to break down his strength of mind so that she could prevail 
over him. His first hypothesis was that she might be practicing 
hypnotism or telepathy, and he read up on these topics in the col- 
lege library. But even with the closest observation of her behavior 
when they were together he could find nothing to support this 
view. The patient next suspected that the girl was drugging him 
with aphrodisiacs to arouse him and with opiates to weaken his 
will and make him, as an habitue, dependent upon her. Since she 
certainly had easy access to the kitchen from which he was served, 
he stopped eating at his club and took his meals at a restaurant. 

When the patient found that the girl seemed rather to gain than 
to lose in power over him under these circumstances, he finally con- 
cluded that he was being overwhelmed by a supernatural influence. 
With the help of some readings he had once done in mythology, he 
constmcted the hypothesis in his fantasy th^t she was in reality a 
goddess in disguise, the daughter of the moon, who was irresistible 
by virtue of her origin. To her he now considered himself dedicated 
and mystically married; she was henceforth, he told her, to go by 
his name and he by hers. This solution enabled the patient to pre- 
serve the fiction of his own strength of character and superior rea- 
son, since he had been vanquished only by a superhuman power. 
Unfortunately it also precipitated him into an acute excitement that 
lasted three months, and included auditory and visual hallucinatory 
behavior, bizarre delusions of extra-mundane influence, and semi- 
religious rituals which had to do with death and rebirth. Under 
competently planned psychiatric therapy he made a good recoyery 
without, however, gaining any apparent recognition of the personal 
significance of his illness. 

Infancy and childhood. Among lower mammals, long before their 
sexual maturity, sex play and sex self-stimulation appear as inci- 
dents in general play and general self -stimulation. Toward matur- 
ity full heterosexual activity is established and this eventually leads 
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to procreation. The development of human sex behavior, at least 
in our society, is never allowed to be as casual as this. Adults take 
pains to avoid sex stimulation of the young. Infants and children 
are permitted to play with practically all other parts of their own 
or another’s body except the perineal structures. Against touching, 
ex^ining or talking about the genitals our society imposes the 
strictest of taboos, and these are usually enforced with greater in- 
sistence and a stronger show of adult emotion than in the case of 
other taboos. 

Eliminative activities and their products fall under a ban early in 
life which is often no less strict, although as a rule less ranotionally 
enforced. This fact, together with the close anatomical relation- 
ships of genitals, urethra and anus, help to set the stage for the 
confusions that both children and adults exhibit in their attitudes 
toward semal and eliminative functions. We know that even in 
infancy stimulation of perineal areas may arouse generalized adient 
responses not unlike the non-specific sexual responses which adults 
give to similar arousal. Let us not overlook the fact, either, that 
from earliest infancy onward the genitalia normaUy participate in 
many tension states which are not primarily sexual Halverson, for 
example, in a series of well-controlled studies that were not' de- 
signed to support or disprove any theory, has demonstrated for the 
male that tension during nursing quite commonly includes unmis- 
takable genital responses.^ Erections are also normal results of blad- 
der distention in male infants. Clinicians have long been familiar 
with similar reactions in non-sexual excitement and anxiety of chil- 
dren, adolescents and adults. 

In addition to the factor of anatomical proximity, the social condi- 
tions under which the average child in our culture must develop 
his own sex orientation can hardly fafi to confuse him. He is 
trained almost from the start not to give social reactions that call 
attention to sexual and eliminative structures or functions, and not 
to appear interested in them himself. He must begin to learn in- 
hibition, substitution and repression in sexual as in other behavior 
long before he has acquired language habits adequate to formulate 
what it is that he is inhibiting, substituting or repressing, and even 
before he can grasp what his elders are requiring of him and why. 
Infants and little children cannot possibly understand the com- 


2 H. Halverson, “Genital and sphincter behavior of the male 
Genetic Psychol, 1940, vol. 56, pp. 95-136. 
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plex implications of sex functions in adulthood, nor in any logical 
way relate their own forbidden and punished experiments to adult 
sexuality, which of course their parents cannot help doing. In other 
words, adult and child do not really have a common basis for 
mutual understanding in this field, unless the adult can learn to take 
the child’s role in his imagination and see things from a child’s per- 
spective, since the reverse is impossible early in life. 

Those who have studied child behavior without prejudice find 
that interest in and curiosity about sex differences and their mean- 
ing have the same general sources and significance that interest and 
curiosity have in relation to other childhood observations or dis- 
coveries. Difficulties in childhood seem to arise chiefly because of 
adult sex attitudes, because, for example, free discussion of sex 
topics is often absolutely taboo, the average parent tolerating only 
euphemisms and circumlocutory allusions to sexual matters in the 
child. Of course taboo and secrecy rarely, if ever, abolish interest 
and curiosity in sex or in anything else. The likelihood is greater 
that the emphasis his elders place upon the forbidden, and their 
peculiarly furtive behavior in relation to it, will actually single out 
sex for the child’s very special attention. 

In the ordinary course of events a child’s interest and curiosity 
concerning sex phenomena will naturally encourage investigation, 
a child’s investigations will sooner or later lead to adult discovery’ 
and adult discovery not infrequently precipitates adult panic. The 
following case illustrates the way in which a prudish adult can blow 
up a morning’s incident into a neighborhood scandal. 

A five-year-old girl, who had become reasonably adroit in dress- 
ing and undressing dolls, exercised her skill in company with another 
. little girl, aged four, by undressing a two-year-old boy left in their 
kwpmg. Just as the girls had discovered the little boy’s genitals, 
which were evidently a surprise to them, the mother of die five^ 
year-old arrived une^ctedly upon the scene. 

From the stand^int of the neighborhood community, the situ- 
ation in which this mother found herself was unquestionably a 
delicate one. Unfortunately for everyone concerned she completely 
lost her head. As she dressed the little boy, her hands shook so that 
scarcely button him up, and she managed to infect all three 
childrdU with her own anxiety. Back home she whipped her own 
^d severely and angrily, then locked her alone in a room and 
fled to a neighbor’s house. Here she related the incident so that it 
sounded like life in a brothel, she wept uncontrollably and declared 
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over and over that her daughter would grow up to be a bad woman, 
"^e mother in this situation stood in greater need of sex reorienta- 
tion than her daughter. For it was she who was reading uncon- 
scious venery and lascivious intent into a simple and common child- 
hood event. It is evidently as difficult for many sexually sophisti- 
cated adults to grasp the limited significance of a small child’s sex 
adventures as it is for the child to comprehend the ramifications of 
adult sexuality. 

The incident just cited could have been utilized by the mothers 
of both girls as a convenient occasion for giving each child, in the 
privacy of her home, a chance to talk over her discovery without 
fear or shame. For the neighborhood association of older with 
younger children, and the mingling of boys and girls in school and 
play, are certain to raise sex problems at one level or another, 
whether parents find out about them or not. Naturally, the child 
who shares an unfrightened, unashamed parent’s confidence can 
more easily weather the inevitable little crises of discovery and 
surprise, and benefit from them, than the child of guilty, punitive 
parents whose anger and anxiety are as likely to fascinate as they 
are to frighten and alienate him.® 

There is good reason to believe that the unplanned but effective 
conspiracy in our culture, against even the most private free com- 
munication on sex topics, is an important source of sex confusion 
in behavior pathology. For the child, free casual discussions with a 
judicious, informed adult are almost the only means he has for ac- 
quiring a wholesome orientation toward activities from which he is 
excluded. Adults sometimes try to make up for their own deficien- 
cies by giving the child or adolescent some reading material on sex, 
or by leaving something lying open for him to find and read in 
secret. But the immature person’s need is not primarily a need for 
the information which a text and pictures can provide. He needs 
much more the chance to formulate his own interpretations and 
misunderstandings, to exchange perspectives regarding sex behavior 
with a biosocially mature, responsible person. 

In conteniporary American society, the average adult is himself 
still too easily embarrassed by a child’s sudden sex queries to be 

s Contrast, for example, the technique used in handling the same land of 
station, msing among siblings in the home, as reported by 
The acquisition of sexual knowledge in children ” Amer. Jour, 
atiy, 1945, vol. 15, pp. 290-300. 
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able to receive them casually and answer them eflFectively. An 
adult’s averse and furtive attitudes not only deprive children of op- 
portunities to share verbally in more mature perspectives, but tend 
also to train them in secretive attitudes toward sex functions. Most 
children are left to build up their own sex orientation, as best they 
can, on the basis of the half-tniths and skewed interpretations furn- 
ished by older companions who are less inhibited, as well as less 
informed, than the average parent. The upshot of most importance 
to the behavior pathologist is that sex attitudes, because they are 
commonly developed on the basis of juvenile misinformation and 
distortion, and because they are rarely exposed to the maturing 
influence of serious discussion, are as a rule more socially immature 
and less realistic when puberty is reached than any other biosocial 
attitudes of comparable importance. 

The revolt of behavior pathologists in the late nineteenth and 
early twentieth centuries against the prevailing hypocritical sex 
pruderies led, not unnaturally, to an equally overdetermined insist- 
ence that everything in human life can be reduced to sex. It is 
quite true that, as the normal infant grows into childhood, he de- 
velops social behavior toward those who look after him and are a 
peat deal with him which resembles some of the reactions of adults 
in love. Thus a young child may grow restless, agitated or discon- 
solate when a parent leaves him, and show great joy upon the 
parent’s return. He may exhibit unreasonable jealousy when 
others try to share his mother’s affection, for example, or when they 
divert her attention from him. A child may even turn the tables 
on his parents by learning to stimulate their jealousy deliberately, 
and to control them by withholding his affection from them when 
they displease him. The manifestations of affection on the part of 
infant and child are not greatly different from those of adult hetero- 
sexual affection and we have yet to work out satisfactorily the 
genetic relationships between infantile filial affection and the sexual 
behavior of adolescents and adults. 

Unfortunately the early behavior pathologists, in their eagerness 
to get ahead with the task of reformulating sex development in 
more realistic terms, tried to proceed by simply translating the facts 
of early affectional relationships freely into the language of full 
adult sexuality, with all the old connotations still intact. Thus, for 
example, they attributed intent and desire, expressed in terms of 
adult incestuous relations, to infants and young children who, as a 
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matter of fact, are neititer mature enough biologically nor socially 
resourceful enough to contemplate incest as such. The average in- 
fant is indeed more completely dependent upon his parent or parent 
surrogate than the average adult is upon his mate. But this does 
not make infant love a form of incest, any more than emotional de- 
pendence upon one’s mate makes adult love therefore puerile. 
Among biosocially mature adults one can find behavior comparable 
to the behavior of dependent infants and children, in many difiFerent 
dependent relationships, that can be called sexual only if we are to 
call everything sexual. 

Similar defects in methodology and the same theoretical precon- 
ceptions have helped materially to fog the contemporary psychi- 
atric picture of maternal love. It is, of course, a matter of common 
observation that maternal care like adult sexuality includes caress- 
ing, embracing, affectionate attitudes and words, and deep emo- 
tional preferences and prejudices. The loving mother’s general be- 
havior toward her infant is indeed similar in many ways to her 
general behavior toward her loved husband, and decidedly unlike 
her behavior toward persons outside the family. But this justifies 
neither one’s jumping to the conclusion that these are one and the 
same phenomenon, nor one’s going on the defensive when such 
confused thinking is questioned. 

It is important for the behavior pathologist of today to keep two 
simple distinctions clearly before him. One is that, in spite of many 
superficial resemblances, a mother’s attitudes toward her infant are 
not identical with those she has toward her husband, any more than 
her marital and her maternal relations are identical. The other is 
that her infants reactions to her, in spite of obvious similarities, 
are not identical with the sex conduct of adults. Infantile sexuality 
is related to adult sexuality in about the same sense that nursing at 
the breast is related to an adult dinner date. Both involve certain 
similar needs and similar satisfactions, but the biological operations 
and the social implications for those participating in each are clearly 
not the same. These statements cannot possibly seem more self- 
evident and trite to the critical reader than they do to the writer. 
Yet even a casual inspection of the current literature will convince 
anyone that they still need reiteration.* 

Adolescence and adulthood. Around puberty, and during early 


^ See the account 
Neurosis (New York: 


given by O. Fenichel, The Psychoanalytic Theory of 
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adolescence, we find many examples of strikingly jealous and pos- 
sessive attachments developing between like-sexed peers, and a 
great many cases of hero-worsldp or intense affection for like-sexed 
older persons. As we have already mentioned, these close affec- 
tional companionships and “crushes” are believed to play an im- 
portant role in emancipating children from too great emotional de- 
pendence upon parents. They give a child practice in develop- 
ing amatory role-takmg behavior in relation to persons outside the 
family circle and toward persons in his own age group. They pre- 
pare the way in behavior for heterosexual peer attachments. 

In some contemporary theories a great deal is made of the fact 
that chums and the objects of hero-worship are usually of the 
cMd s own sex, and of the slim but positive indications that occa- 
sional cases of adult homosexuality appear to grow out of such 
comradeships and attachments. It is quite widely held, for in- 
stance, that like-sexed “crushes” are part of a universal and inev- 
itable stage in personality growth, and the proponents of this view 
have named the stage the “homosexual phase of psychosexual de- 
velopment.” Its opponents maintain, on the other hand, that like- 
sexed attachments and chumships are an incidental product of our 
social organization and not an inevitable phase of sex maturation 
in the human being. They assert that in situations where boys and 
girls are neither ridiculed by other children nor rebuked by their 
elders for doing so, they form close dium and “crush” attachments 
toward individuals of the opposite sex during prepubescence, 
pubescence and early adolescence. The question must be regarded 
as still unanswered. 

The acceleration in biosocial maturing during adolescence is in 
part the result of inescapable social pressures that lead each grow- 
ing individual to begin adopting some of the adult behavior pre- 
scribed for his sex in his society. With these pressures, and the con- 
comitant biological changes, many sex problems which had been 
taken care of in earlier childhood, through simple restrictive-per- 
missive training, now reappear in a new social context and with 
new vigor. In place of the simpler sex curiosity of infant and 
we find our adolescent making serious attempts at interpreting 
adult sex roles in terms of his own peer culture. Thus, for example, 
young adolescents in mixed groups engage in banter, loud tallr 
giggling and display. They deliberately accentuate sex differences 
in conduct and costume. Tliey give inexpert but unmist-akahl f* exhi- 
bitions of coyness and pursuit. 
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These maneuvers are the human socialized counterparts of the 
simple umnature sex play of pubescent lower mammals. Despite 
the fact that the gauche sparring and fendng of the adolescent 
bring annoyance and anxiety to adults, they are part of an essential 
process in the biosocial development from normal childhood to nor- 
mal adulthood. Through acting out the social role of amatory boy 
or girl in real-life situations, the adolescent learns gradually to take 
more and more mature and realistic heterosexual attitudes. He ac- 
(juires skill and ease in face-to-face encounters with his opposite- 
sexed peers, thus unintentionally gaining techniques he will use 
in serious love-making later on. 

Such adolescent role-taking entails serious risks and its principals 
often stand in need of more wise counsel and unobtrusive guidance 
than they want or can get. But this is true of any significant be- 
havior at any period of life. Who can say that a little child may 
not suffer serious or fatal injury during his neighborhood explora- 
tions, or that an adult in learning to operate an industrial machine 
will not be maimed or killed? The diflBculty, as the behavior pathol- 
ogist sees it, is that when we keep a child forever in the house, and 
when we frighten an adolescent away from other adolescents or 
hold his clumsy maneuvers up to public ridicule, we run the serious 
risk of producing a half-developed, socially inadequate and usually 
unhappy person in adulthood, ^ 

By die time adulthood is reached, a person’s sex needs and satis- 
factions have undergone innumerable modifications in directions 
prescribed by his social environment and cultural heritage. All sex 
behavior in our society is supposed to be oriented toward marriage 
and family formation. Sex physiology becomes the physiology of 
marriage and sex handbooks are called marriage manuals. Sex need 
and satisfaction must be justified in accordance with civil codes or 
sanctified by religious formulae. The family, which the human 
being organizes around the lawful satisfaction of recurrent sex 
need, has been made in its turn the basic unit out of which our 
socio-economic structure is built. 

Behavior pathology naturally shows the same intricate confu- 
sions of sex problems with social, economic, ethical and religious 
problems that our everyday society shows. This is the general set- 
ting in which adult and adolescent sexuality must be understood 
and its ramifications in the behavior disorders evaluated. Legal and 
extra-legal sex satisfaction is a social and economic problem as well 
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as a biological, ethical and religions one. Our marital customs, tra- 
(btions and mores cannot be divorced from questions of wages, 
living costs, bousing, industrial organization and social security. 
Each is interacting with the others all the time. When the de- 
pressed, hysterical, paranoid or schizophrenic patient mingles 
sexual, procreative and business fears or ambitions in one be- 
havioral conglomerate, he is only doing in a more ineffectual way 
what all of us do normally in a somewhat more organized wav, in 
our daily talk and thinking. 

The f^ical domestic organization of the family unit, in our soci- 
ety, brings these ditferent need-satisfaction sequences together 
under a single roof. Home is the place where hunger is satisfied, 
where the body is warmed, cleansed and clothed, where security* 
approval, acceptance and personal significance, as well as sex sat- 
isfaction, are sought. Thus, sex problems and pleasures are brought 
into effective behavioral relationship with other problems and 
pleasures through the establishment of a common locus of habitual 
satisfaction-seeking operations in the home. 

Sex customs, codes, teachings and ideals have for ages partici- 
pated in the evolution and practice of religious and other ethical 
systems. Religious confusions, exaggerations and distortions are so 
familiar as symptoms of behavior disorder that everyone — layman, 
jurist, religious worker and behavior pathologist - is impressed by 
the relationship. Sometimes religious preoccupations seem to pre- 
cipitate an acute disturbance; more often they appear as a con- 
spicuous but etiologically incidental part of a general emotional 
upheaval. They frequently constitute a compensatory reaction, for 
some galling sense of guilt or personal inconsequentiality, which 
■seems to promise absolution or personal significance but at the high 
cost to someone of further deviant behavior. What has proved 
especially perplexing to all concerned is the very frequent confusion 
of sex with religious behavior in neuroses and psychoses. It has led 
some theorists to attempt the exercise of reducing all religion to sex, 
but this has proved no more enlightening than parallel attempts to 
reduce all sex to religion. 

The patients confusion of sex with religion must have many 
sources in normal social behavior. One of these has already been 
mentioned, the interpenetration of religious belief and practices 
with mamage, sex relationships, conception, pregnancy, childbirth, 
parenthood and the sex instruction of children. Another is the ob- 
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jective similarity between culturally endorsed attitudes in different 
love situations, such as the striking parallels in verbal and postural 
behavior between religious devotion, strong filial devotion and nor- 
mal adult love. It is also quite common among some contemporary 
religious sects for devotees to develop habitual attitudes of pos- 
sessiveness, favoritism, publicly avowed jealousy, blind faith, in- 
tolerance of all opposition or disagreement from other persons and, 
in some individuals, deep and reverent preoccupation with fan- 
tasies of an object of devotion. These attitudes are also found in 
deep normal marital, parental and filial affection. 

The significant fact here for the student of behavior disorder is 
that the similarity or partial iderUity of attitude organization, with 
respect to one’s beloved, one’s parents and one’s religious objects, 
lies at the bottom of the confusion between these love excitants. In 
other words, the similarity or partial identity of a person’s love 
reactions to different objects relates these objects to one another in 
behavior. For the seriously anxious, perplexed or disoriented indi- 
vidual this may and does lead to their becoming not only equiv- 
alent for him but identical. For example, a biosocially immature 
and ineffectual adolescent, growing apprehensive 'and confused over 
parental and filial relationships, and his own uncertain heterosexual 
future, may easily include less specific ethical and religious con- 
flicts in his sexual bevdlderment. He may try to overcome all of his 
emotional confusion at once through incorporating them in peni- 
tential or propitiatory ritual, or in ecstatic contemplation for which 
he is ill-prepared. The anxious, guilty and overscrupulous adult 
may react similarly when he is exposed to stresses that call for 
greater personal resources than he can muster. 

Pain and punishment in behavior pathology 
The needs’ to inflict and to suffer pain or punishment occupy a 
place of special prominence in modem behavior pathology. In- 
deed, it is a common observation with all’ of us that many appar- 
ently normal as well as abnormal persons seem to welcome and 
seek suffering themselves, or derive obvious satisfaction from the 
pain or punishment of others. Inflicting or enduring suffering in 
such individuals has for one reason or another become an essential 
condition for the fulfillment of some imperious need. The insistent 
need to inflict pain, punishment, domination and restraint upon 
others we call sadism, and the reciprocal need to suffer these we 
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caU masochism.'^ Frequently both needs are present to a marked 
degree in the same person, as when satisfaction demands self- 
inflicted punishment, and this is termed sadomasochism. 

The origins and significance of sadism and masochism stiU pose 
unse^ed problems. Early workers in the field were struck by the 
unmistakably sexual character of these trends in their patients, and 
concluded that both were simply exaggerations of a “sexual in- 
stinct.” It is true that the reciprocal infliction and acceptance of 
domination, restraint and pain are normal events in heterosexual 
relations, among subhuman as well as human species. Sex initiative 
and aggression being the biological prerogatives of the male mam- 
mal, and luring and submission those of the female, we should ex- 
pect to find in the human species a relatively greater tendency to- 
ward sadism among normal men and a relatively greater tendency 
toward masochism among normal women. And so we do.® Never- 
theless, there is still a large enough minority in each sex with op- 
posite trends to indicate that sadism and masochism, ev^n if we 
consider them as no more than modified sex behavior, rest upon 
greater complexity than simple exaggeration of the sex trends which 
man shares with other mammals. 

Actually, in the sex relationships of subhuman mammaU where 
social regulation is minimal and cultural tradition virtually absent, 
we still find that courting and mating behavior does not present us' 
with a simple, clear-cut pattern of male ascendance and female 
submission either. Maslqw has reported, for example, that within 
the larger sex role the normal infra-human female primate performs 
limited acts of initiative and aggression while the male, for the time 
being, plays a reciprocal passive or submissive part.^ We may infer 
from this that some of the contradictory trends in human courting 
and mating represent normal primate sex behavior. But beyond 
this, the human male-female relationship is enormously compli- 

T Won Aeainst Himself. New York: Harcourt Brace, 1938; 

T. Reik, Masochism in Modem Man. New York: Farrar and Rinehart, 1941. 
474^ **®®***°"> Research in Marriage (New York: Boni, 1929), pp. 444- 

• I ^ Maslow, The role of do m i n a n ce in the social and sexual behavior of 

mfra-human primates; I. Observations at Vilas Park Zoo,” Jour. Genetic 

Psychol, 1936, vol. 48, pp. 261-277; A. Maslow and S. Flanzbaum, “11. An 
experimental determination of the behavior syndrome of dominance” Jour 
Genet^ Psychol, 1936, vol. 48, pp. 278-309; A. Maslow, “lU. A theory erf 
SMcual behavior of infra-human primates,” Jour. Genetic Psychol, 1936, voL 
48, pp, 310-338. * 



124 NBa), FRUSTRATION AND CONFUQ 

cated by social regulations, cultural transmission and self-reactions 
that are foreign to infra-human species. 

Among the many sources of maladjustive behavior in this area 
are certain special characteristics of our culture that deserve to be 
pointed up here. One of these is the disproportionate emphasis 
which our culture places upon the preliminaries in courting be- 
havior, as contrasted with the severe taboos it imposes against 
mention or portrayal of the consummatory sex act. Socially ap- 
proved literature and plays, social affairs, public and private dis- 
cussions all reflect the same exaggerated preoccupation with the 
biologically incidental aspects of sex behavior. Consequently, quite 
early in life the relationships implied in domination, restraint and 
pain become familiar themes as part of romantic love and mar- 
riage. For the male a further source of confusion lies in the cul- 
tural tradition, still alive in western society, of the sacred, worship- 
ful woman who to be won must be indulged. 

For both sexes there is. the childhood training in submission to 
a moAer or a father which in many engenders strongly ambivalent 
emotional reactions, and in a few develops the need to enter into 
relationships with other persons which duplicate those suffered 
under the parental roof. We know that parental as well as child 
attitudes tend unwittingly to confuse sin, sex and punishment - 
goodness, love and reward - during these long years of intimate 
interaction. We know also that sexual excitement at least occa- 
sionally participates in the general excitement of punishment and 
reward, both when the child is on the giving and on the receiving 
end. Indeed, it is not rare for unwelcome sex excitement to occur 
during adolescence in non-sexual anxiety situations, such as that of 
writing a difficult examination. 

We should be deceiving ourselves, however, if we were led by 
the predilections of early workers in this field to conclude that 
every need to punish or be punished must without exception be 
sexual in origin and significance. Almost any successful aggression, 
including sex aggression, means domination, restraint or pain for 
someone, while almost any submission, including sex submission, 
may involve its acceptance. It is a commonplace that people suffer- 
ing from severe guilt, remorse, sorrow or sustained tension of any 
kind frequently seek and welcome punishment because it brings 
them at least temporary relief. 

Painful punishment can perform this somewhat paradoxical func- 
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tion for several reasons. For one tiling, reactions to p&in may 
directly break up intolerably sustained tension patterns and substi- 
tute for them simpler tensions that are more easily terminated. For 
another, children and adults in our society learn over and over in 
the normal parent-child relationship, the sin-punishment-forgiveness 
sequence. They learn it under such conditions that pain-following- 
\vrongdoing brings them peace, restitution of their lost status with 
others, and the consequent dissolution of guilt and anxiety tensions. 
Once they have paid for evil in this way they are no longer ex- 
pected to maintain a high level of remorse. These sequences of 
need-satisfaction are found not only in established religious prac- 
tice; they also form the basis of our current philosophy of crime 
and punishment. However absurd and inequitable the administra- 
tion of this system may be in fact, it is still based theoretically upon 
the attempt to find formulae, in terms of sin and suffering, which 
will make their sum equal to zero. 

We shall encounter many examples of sadism and masochism 
among the specific behavior disorders. Some hypochondriacal and 
depressive patients are remarkably successful in controlling and 
punishing relatives through their unplanned utilization of symp- 
toms as retaliation. Even suicide is not infrequently a spite reac- 
tion, a grim enactment of the childhood fantasy, “Theyll be sorry 
when I m dead! ' Suicide is sometimes self -retributive in function. 
In ordinary suicide, pain may be stoically endured as a necessary 
means but it is not courted. However, in certain cases, suicide notes 
and dying testimony make it clear that the suffering is as much 
sought after as the death. 

We sometimes find that the complaints of hypochondriacal, 
chronically fatigued and hysterical patients are not weakened or 
changed in their specific reference by diagnostic procedures and 
treatment which include serious discomfort and restriction of activ- 
ities, loss of independence and even outright pain. This situation 
is often interpreted as the result of masochistic trends which the 
patient may or may not recognize. Perhaps the most clear-cut ex- 
amples of sadomasochism are those appearing in the compulsive 
disorders. Some patients exhibit frank gratification over self-re- 
venge, or openly enjoy pain and submission if pain and submission 
mean expiation to them. 

Cruel and sometimes dangerous self-mutilation, without apparent 
suicidal intent, occurs in hysteria, schizophrenia and remorseful 
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depressions. The patient may incise, bum, crush or even amputate 
a p^ of his body to satisfy a frequently acknowledged need for 
punishment or martyrdom. Occasionally the act is carried out so 
deli^rately, and with so little evidence of pain, that topical anes- 
thesia is suggested. In psychiatric hospitals such events are suf- 
ficiently common to merit special investigation of the immediate 
behavior pathology. But as a rule the state of emergency involved 
tends to crowd scientific curiosity into the background until the 
opportunity has passed. 

Primary and derived needs 

It is customary in the literature to equate the term “primary need” 
with physiological disequilibriiun, particularly in the case of hun- 
ger, thirst and sex. All other needs are then called “secondary” or 
“derived.” The difficulty with this distinction, which at first glance 
seems reasonable and promising, is that for the human being it 
cannot in actual practice be maintained. The so-called primary 
needs of hunger and thirst are, as we have seen, profoundly modi- 
fied in earliest childhood, and they rarely operate thereafter in un- 
complicated relationships. In the dozen years of social learning that 
elapse between birth and puberty, sex attitudes and responses like- 
wise become so entangled with and modified by a multitude of 
other need-satisfaction sequences as to render the designation 
“primary sex need” no more than a misleading fiction. In short, we 
need not and we cannot in behavior pathology distinguish a group 
of needs, whose determination is purely physiological, from another 
group whose determination is purely social. All needs of impor- 
tant to behavior pathology are wholly or in large part socially 
derived and all are physiologically grounded. 

We cannot dodge this difficulty by calling those needs “primary” 
which seem prepotent in behavior. For in normal as well as in ab- 
normal reactions, we continually meet with situations in which 
such obviously learned needs as those for social or economic secu- 
rity, for approval and acceptance, for human company, for prestige 
and for esteem actually crowd out hunger, thirst and sex-need. In- 
deed, the individual variations in need prepotency from person to 
person, and in the same person from time to time, tend to make 
the question of need-satisfaction supremacy an individual and a 
temporal matter, rather than a fixed and universal principle. 

The task of listing the names for human needs, like that of nam- 
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ing adult emotions and adult traits,® is one which should be dde- 
gated to the professional lexicographer. Almost any new activity 
or interest may engender a new imperious need and result in new 
ways of satisfying it. The very behavior by means of which we 
satisfy one need is quite capable of developing other needs that 
also demand satisfaction. A man, for example, on the basis of sex 
attraction chooses to sacrifice his relative freedom of action and 
marry. Before long he discovers to his surprise that home life, and 
the presence there of the woman he has married, have grown as 
necessary to him as sex satisfaction itself. 

In lesser things it is the same. We learn to work at something 
new, and after a while we find that without this work we soon grow 
restless and bored.® We learn to play golf or to bowl, and golfing 
or bowling becomes essential to us. Whatever the patterns of liv- 
ing we acquire, they develop needs compelling our adherence to 
them, or they motivate us to go on and engage in new activities 
which, in turn, satisfy the new needs arising in our acquired be- 
havior patterns. The study of everyday need-satisfaction relation- 
ships thus compenetrates the whole field of human behavior, and 
the study of their unusual deviations and ineffectualities takes us 
into every comer of behavior pathology. 

MOTIVE AND MOTIVATION 

During the past hundred years there has developed a progres- 
sive shift of emphasis, in the abnormal field, from behavior descrip- 
tion and the catalog^uing of symptoms to behavior analysis and the 
formulation of motive. Today it is a fundamental tenet of be- 
havior pathology that all organized reactions are motivated. By this 
we simply mean that, if all behavior could be analyzed completely, 
we would be able to identify the significant factor or factors re- 
sponsible for sustaining and determining as well as instigating 
every organized act. Motive is a product of behavior analysis. In 
practice we designate, as motive, whatever factor seems to be of 
special significance in the instigation of a given need-satisfaction 
sequence, in sustaining such a sequence and in determining Us 
course and its outcome. 


8 Compare for example G. Allport and H. Odbert, “Trait namess a psycho- 
lexical study," Psychol. Monog., 1936, vol. 47, No. 211. 

» G. Allport discusses this relationship as "functional autonomy" in Person- 
ality, a Psychological Interpretation (New York: Holt, 1937), pp. 191-207. 
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It would be a serious mistake if we were to continue deluding 
ourselves into thinking of motives as “forces” or “energies” som^ 
how added to behavior, like ethyl lead added to gasoline. Motive 
and motivation are simply verbal designations that result from our 
own operations in analyzing behavior. Nor should we expect to 
find human motives in our field isolated, sorted out and tagged like 
objects after inventory. At those levels of behavior complexity 
which have any meaning for neuroses and psychoses, motivation is 
nearly always multiple. Very commonly motivation is also obscured 
or changed in some way through the special adjustive techniques 
of defense and escape which all of us develop to some degree in the 
face of frustration or threat. 

In everyday normal life, for example, a woman may eat simply 
because she is hungry. But whether hungry or not she may eat as a 
duly, because she is pregnant or must fortify herself for some an- 
ticipated ordeal. She may eat merely to be included in a certain 
social group or because at the time she feels neglected and dissat- 
isfied. It is conceivable that all of these factors might operate to- 
gether in determining such an apparently simple decision as one of 
eating a good lunch. 

Sex relations usually have multiple motivation also. Whether or 
not in a given instance sex tensions are dominant, sex need and its 
satisfaction may be influenced by need for affectional demonstration 
or reassurance, by a wish for progeny, by the need to meet another 
persons expectations, by a need to test or reassure oneself, or as a 
means of securing or maintaining social status among one’s peers. 
In the neuroses and psychoses, the complexities of motivational 
analysis are multiplied still farther by the exaggerations of ordinary 
motives and the inclusion of ones that, from the standpoint of the 
prevailing culture, seem unusual or distorted. 

In normal as well as in abnormal behavior the human being ac- 
quires a number of special adjustive techniques in relation to the 
demands of social living, the so-called “psychological mechanisms” 
which will occupy us in the next chapter. Through our use 
of these acquired techniques, each of us succeeds in obscuring, 
disguising, distorting, reversing and disowning the original motiva- 
tion, in ways that bafiBe himself as well as the behavior analyst. 
The countenance we see in the mirror of our own self-reactions is 
covered, smoothed over and touched up by these behavior conven- 
tionalities. We tend, like the modem woman seeing her conven- 



NKD, FRUSTRATION AND CONFUCT 129 

tionalized make-up, to think of ourselves not only as appearing 
thus to others but as actually being thus — as indeed ofBcially we 
are. So it is that, when we become socially and personally inef- 
fectual or unhappy, we show ourselves to be as a rule poor an- 
alyzers of our own difficulties and must turn to someone else for 
help. 

Traditionally the motives which an observer can identify or infer, 
but which the patient cannot, have been dubbed **unconscious 
motives. Those which the patient is able to identify or infer cor- 
rectly have been traditionally considered as **conscious motives,” 
whether an observer is there to recognize them or not. Contem- 
porary psychopathologists frequently go farther than this and teach 
that conscious and unconscious motives are entirely different en- 
tities, the former being localized in the conscious Psyche and the 
latter in the psychic Unconscious, It is obvious that this distinction 
between conscious and unconscious is not the same as the one men- 
tioned earlier, in which we saw that physiological disequilibrium 
was called “unconscious” unless it interrupted or monopolized the 
specific organized behavior of a person, and particularly his overt 
behavior. The reader who is interested in the indiscriminate con- 
fusion over the meaning of unconscious should consult Miller’s able 
analysis of the situation.^® He lists and discusses sixteen different 
meanings of the term in current psychological writings, and is 
obliged to subdivide some of the sixteen further into still other 
ambiguous uses. 

We shall seek to avoid the multiform ambiguity of this archaic 
terminology by making our distinctions in terms of the adequacy 
with which a patient identifies, recognizes and formulates the sig- 
nificant factors in his behavior. Instead of the hypothetical split 
into a conscious and an unconscious, we shall emphasize varying 
degrees in the accessibility of a person s behavior to his own analy- 
sis, through his self-reactions, and in its relative accessibility to the 
motivational analysis of others.^^ 

From this standpoint a great deal of our contemporary therapy 

10 J. Miller, Unconsciousness. New York: Wiley, 1942. 

11 For further discussion of this approach see N. Cameron, “WilHam Tames 
and psychoandysis,” in M. Otto (editor), William James the Man and the 
Thinker (Madison, Wis.: University of Wisconsin Press, 1942), pp. 55-82* 
N. Cameron, “Psychological research in psychiatry,” and “Symposium: the 
philosophy of psychiatry,” in F. Sladen (editor). Psychiatry and the War 
(Sprin^eld, lU.; Thomas, 1943), pp. 105-117 and 414417. 
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in the behavior disorders has developed in the direction of increas- 
ing the accessibility of behavior to motivational analysis. The 
therapists task is often that of training his patient, with or without 
pharoacological aid, in rendering freely accessible to study those 
motives which have remained for one or both relatively inaccessible, 
of determining through one analytic procedure or another the 
modus operandi of inferred motivation, and of helping the patient 
to gain control over his behavior by gaining control over some of 
the factors motivating it. 

FRUSTRATION AND CONFLICT 

When we speak of frustration, we are referring to a situation in 
which a person s ongoing motivated hehavior, or his organized plan 
of action, is temporarily or permanently prevented from reaching 
consummation. Tlie commonest forms of frustration are those aris- 
ing from delay, thwarting and conflict. Delay is the chief frustrat- 
ing event in early infancy. Need arises and is not immediately met. 
It is true that the needs of infancy are relatively simple, but even 
so the infant’s equipment and techniques for satisfying them are 
also quite inadequate. Satisfaction must depend upon another per- 
son’s convenience, and as we have pointed out elsewhere, it is this 
dependence that introduces the newborn to his first delay between 
need and satisfaction. 

From this frustrating factor of delay the human being can never 
completely free himself. For although as a person matures, he de- 
velops new abilities that carry him nearer to self-sufficiency in his 
simpler needs, his new complex activities, of course, initiate him 
into new needs which always keep ahead of his newly acquired 
skills. Simple delay can be very disturbing even in adulthood. 
When everybody else is ready for the picnic, and one person is late, 
the picnic may be ruined because of the frustrated behavior of 
those kept waiting. If an adult finds an essential tool mislaid when 
he is in the middle of making or repairing something, even though 
the . delay involved be trivial, it can precipitate an impressive out- 
burst of rage. Simple delay, however, is rarely if ever sufficient 
alone to induce or precipitate behavior pathology. 

As infants grow stronger and better coordinated, their more ac- 
tive relations with the surroundings introduce them more and more 
to thwarting. The child’s perceptual development keeps ahead of 
his strength and coordination. He can see and hear what he can- 
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not reach or have. His small stature, his relative incompetence, the 
intervention of obstacles, and the interferences and restraint im- 
posed by other persons become increasingly important sources of 
frustration. As social patterns of talk, reading and thinking develop, 
the child’s horizons of want expand still farther. He is able to hear 
about, read about, see pictures of and think about things which he 
cannot even see directly, hear, possess or do. Thwarting is flo more 
lost^ in adulthood than is delay. Increases in one’s possessions or 
one s achievement are very apt to raise one’s level of aspiration and 
so bring in new potentialities for frustration.^^ Moreover, thwart- 
ing may be not only immediate and direct but derived and sym- 
bolic. A barred entrance or exit, for instance, can be equally thwart- 
ing whether the obstacle be a steel grill, a policeman, a no-ad- 
mittance sign, a witness or one’s own ethical standards. 

Conflict 

The third chief source of frustration lies in conflict. So prom- 
inent is the position occupied by conflict in modem theories of be- 
havior pathology that the subject merits special consideration at 
this point. For adolescents and adults, in particular, conflict is 
usually harder to endure and harder to overcome or escape than 
either thwarting or delay alone. In ethical matters, for example, a 
conflict may go on and on indefinitely, debated by the unhappy 
person covertly or aloud, much as in the scdiloquies that Shake- 
speare wrote for Hamlet. And sometimes the conflict and the de- 
bates end similarly, in suicide or homicide. Just as thwarting usu- 
ally precipitates delay, so conflict usually implies a delay^ or 
thwarted person. If the individual in conflict carries through an act 
to apparent consummation in spite of it, he may eliminate delay 
and direct thwarting, but he does not as a rule succeed in reaching 
full satisfaction, and he is not likely to have an adequate after- 
reaction of gratification. 

When we speak of conflict, we mean the mutual interference of 
competing reactions which prevents the adequate development, 
continuation or consummation of ongoing motivated behavior. The 
competing reactions may be conceived of (a) as overt or covert 
attitudes and responses, (b) as antagonistic patterns of change in 

12 K. Lewin, T. Dembo, L. Festinger and P. Sears, “Level of aspiration” 
in J. Hunt (editor), Personality and the Behavior Disorders (New Yrak' Ron- 
ald Press, 1944), pp. 333-378. ' 
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musde tension and relaxation, or (c) as mere shifts in action poten- 
tials, demonstrated or inferred. For our purposes, conflicts can be 
conveniently grouped as adient-avoidara, double adient and double- 
avoidant reactions. 

Adient-avoidara conflicts. The typical adient-avoidant conflict 
consists of two incompatible reactions, arising in the same act, one 
of them directed toward an object, activity or goal (adient) ’ and 
the other directed away from it (avoidant), Adient-avoidant con- 
flicts appear early in childhood when punishment or restraint pre- 
vents the adequate development, continuation or consummation of 
an act, but does not terminate it. If, for example, each time a rhild 
reaches toward some object, an adult slaps his hand, restrains him 
or scolds him, he may develop an avoidant reaction without, how- 
ever, losing his original adient one. If reaching and withdrawing 
tendencies are approximately equal, the child’s hand may remain 
suspended part way to the object or execute oscillatory movements 
toward and away from it, until fatigue, distraction or a rage re- 
sponse tips the balance. The reverse situation develops when an 
adult ^^es or compels a child to face something toward which 
the child s original reaction, still present, is one of avoidance. 

However, as every mother knows, even the certainty of punish- 
ment does not always prevent an adient reaction from going on to 
consummation, nor will the most attractive reward always over- 
come a child’s avoidant reaction. Both children and adults do and 
refuse to do many things in spite of their accurately anticipating 
pamful retaliation. One reason for this, of special importance in 
behavior pathology, is that the sustained tensions of conflict can 
become in themselves so intolerable that they make one reckless of 
consequences. The normal small child may terminate his conflict 
in an outburst of rage or aggression against an interference or an 
offeiiding object. In young and old alike, an outburst has the im- 
mediate, though unplanned, effect of reducing the tensions of con- 
flict. But as a child grows older, this technique becomes less and 
less successful in getting rid of conflict, because of society’s rising 
scale of taboos against temper tantrums with increasing biosocial 
maturity. 

Among children and adults, prolonged adient-avoidant conflicts 
are prime sources of anxiety, and anxiety is a prominent constituent 
of many behavior disorders. Thus, sustained conflict often leads 
directly into anxiety disorders, anxiety attacks and panic reactions. 
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The anxiety of adient-avoidant conflict may under some circum- 
stances lead instead to phobic, compulsive or hysterical reactions. 
These often protect the individual from direct anxiety at the high 
cost of chronic neurosis, but they do not actually resolve the con- 
flict situations. What we call guilt is a special case of adient- 
avoidant conflict. The temptation to do something forbidden is the 
adient tendency while the partial inhibition of that forbidden 
adience, derived perhaps indirectly from previous punishment or 
threat, is the avoidant tendency which prevents or delays the adient 
consummation. The adient-avoidant conflict of guilt is clearly re- 
sponsible for many delusional and hallucinatory developments, such 
as those we shall meet in paranoid disorders, in schizophrenia, and 
in mania, depressions and delirium. 

Douhle-adient conflicts. The typical double-adient conflict con- 
sists of two incompatible reactions arising in the same act, both of 
which are directed toward the same object, activity or goal (con- 
vergent adience), or each of which is directed toward a different 
object, activity or goal (divergent adience). In convergent adience 
there is one object, activity or goal, but two competing, incom- 
patible attitudes are aroused toward it. In divergent adience there 
are two objects, activities or goals, and one’s adient attitude sup- 
ports competing responses toward both at once. 

Double-adient conflicts of both kinds develop in numerous com- 
mon ambivalent situations. Convergent adience is seen, for ex- 
ample, in the simultaneous appearance of hostile aggressive atti- 
tudes and affectionate accepting attitudes toward one’s parent, one’s 
beloved or ones child.^® Divergent adience appears in situations 
that offer a person parental reward, filial, community or celestial 
reward, in exchange for abandoning something else which he 
dearly wants. No matter which adient reaction he begins, he will 
find that he cannot escape the pull of the other adient reaction 
tendency. 

Double-avoidant conflicts. The typical double-avoidant conflict 
consists of two incompatible reactions, arising in the same act, 
each of which is directed away from an object, activity or 
goal. The man in double-avoidant conflict is like a tennis ball in 
play; whichever way he travels he gets hurt. This is the dilemma 

Adience should not be confused with the so-called “pleasure principle.” 
Adience refers to relative direction, A hostile aggression is adient in the same 
general sense that a loving approach is adient 
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of the child or adult who, for example, is threatened with pain, 
privation or rejection if he does not go through with a disagreeable, 
humiliating or frightening situation. It also was Hamlet’s dilemma, 
Md the one confronting a great many suicides. Hysterical disabfl- 
ities are not uncommonly the outcome of double-avoidant conflicts. 
Faced with the social demand that he perform some dangerous or 
distasteful duty, a person may be unable to escape it without in- 
curring social retaliation and disgrace, unless there are extenuating 
circumstances. As we shall see, the momentary tremor, paresthesia 
or p^alysis that develops in the anxiety of such conflict may per- 
SBt indefinitely thereafter, as an hysterical symptom, which pro- 
vides an extenuating circumstance acceptable to the patient and his 
associates. 

Persistence and recurrence of conflict 

Conflicts may be resolved in a great many ways. Some of them 
are never settled; yet they wane and disappear with time as condi- 
tions change, and seem to leave no problems behind them. In many 
conflict situations, some extraneous factor reinforces one reaction, 
or annihilates the other, in such a way that what had been only 
a possible choice is now elevated to the position of an automati^ 
dominant habit. A fully-trained soldier, for example, no longer 
reacts with conflict to the command, “AttentionI” as he did when 
he was a rookie. The experienced retriever needs no reprimand and 
no sharp points to keep him from eating a dead or wounded bird. 
The conflict has disappeared through simple training. 

However, a large proportion of our important biosocial conflicts 
are not so simply and radically settled. We very commonly evolve 
compromises for them which allow us to retain parts of each con- 
flicting reaction, or at least substitutes for each. We are not per- 
mitted to attack our adversary with fists and teeth, so we argue 
with him, tease and belittle him, or we play against him in fun and 
in earnest. Some persons move deliberately out of the range of 
one stimulus-source by moving nearer the other. A man may, for 
example, settle his double-adient conflict by marrying one of two 
girls who attract him equally. Some individuals leave the field of 
conflict entirely. They leave it literally, as when a man moves to 
another city to escape a situation he cannot solve (seen patho- 
logically in hysterical fugue), or they leave it symbolically, as when 
one abandons an activity, a plan or a way of thinking, because it 
arouses or threatens to arouse painful conflicts. 
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A great deal of behavior pathology can be traced to the fact that 
human conflicts are so often incompletely resolved and therefore 
so frequently recur. Of course, even fully settled conflicts some- 
times recur weeks, years or decades later, when situations similar to 
those that once aroused them reappear. Much theoretical capital 
has been made of the return of an old conflict, as if something 
mysterious and subterranean were involved. Actually it is psycho- 
logically no more peculiar than the recall of forgotten experiences, 
or the unheralded reappearance of forgotten tunes and dance-steps 
when old acquaintances meet again in an old familiar setting. 

Nevertheless, as we all have reason to know, it is the unsettled 
or inadequately resolved conflict that tends most easily to recur. 
When nothing else holds our interest, and we should be relaxing, 
the nagging conflict, which our previous activities had apparently 
laid to rest, crops up again. Sometimes we can put our finger on 
what has brought it back; sometimes we can almost but not quite 
identify the excitant; and sometimes it seems to recur without an 
identifiable related antecedents^ 

The continual recurrence of conflict tensions, during periods ordi- 
narily set aside for relaxation, is one of the most troublesome sources 
of insomnia and inappetence in anxious persons. It contributes 
definitely to the perpetuation of anxiety disorders and, indirectly, to 
the development of those neurotic syndromes which hold off a^- 
ety. The beneficial effects in anxiety disorders-and agitated depres- 
sions of an active, organized routine with attractive occupational 
therapy can in large part be ascribed to the clinically obvious relief 
from tension which results. 

Human beings are unfortunate in this, that no other activity is 
more effective in rearousing, reinforcing and perpetuating conflict 
than talking and thinking. When a dog is arbitrarily confined to 
quarters, for instance, he soon settles down, works on his fleas and 
then goes off to sleep. He cannot discuss his predicament with 
other dogs or his master, and he does not stay awake long enough 
to damage himself by prolonged rumination. Human beings may 
also go to sleep sometimes when there is nothing much to do. Bu( 
because they of all animals are not limited to immediately present 

It is possible that some reappearances of imresolved conflict are special 
cases of the Zeigarnik effect , i.e., the experimentally demonstrated tendency 
some subjects exhibit to recall uncompleted activities more easily than com- 
pleted ones. ^ 
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situations, they are infinitely more vulnerable to rumination and 
apprdiensive anticipation. Through the operation of symbolic re- 
actions, in language and social thinking, a man can manipulate, 
repeat and dwell upon past, absent or imagined difBculties without 
let-up. He can elaborate and discuss them with other persons, or 
debate them silently with himself. Through talking and thinking 
he can arrive at untested and untestable conclusions, build up ex- 
hausting conflict tensions, and maintain them or revert to them al- 
most indefinitely. 


Accessible and inaccessible conflicts 
Conflicts in older chilaren, adolescents and adults can be divided 
first into the shared ones and the private ones. The private ones 
can then be separated into the fully accessible and the relatively 
inaccessible. Shared conflicts are necessarily formulated to some 
extent in language, the instrument of communication. Private or 
unshared conflicts may also be formulated to some extent in lan- 
^age and debated aloud when one is alone, or mulled over quietly 
in socially organized thought. Popularly, conflicts that are shared 
^ihers, and unshared conflicts which one can formulate in 
some way that is adequate for intra-individual communication, are 
both called conscious conflicts.” Both, in other words, are acces- 
sible to the individual’s own self-reactions. He can identify or infer 
them correctly, and either share their formulation with another per- 
son or keep them, like any other secret, to himself. Accessible or 
conscious conflicts, shared and unshared, often play a leading 
role in human maladjustment - a fact which the public is apt to 
overlook. A man’s troubles do not dissolve just because he can 
identify their origin or infer it accurately. 

Today everyone who has worked actively in the field agrees, 
however, that it is the relatively or wholly inaccessible conflict - 
the one a patient cannot adequately identify, infer, recognize or 
evaluate, and may not even suspect — which raises the most dffl- 
cult diagnostic and therapeutic problems. This is the conflict pop- 
ularly temed “unconscious.” It is the one that older behavior 
pathologists located in a hypothetical psychic realm, the Uncon- 
scious, to which they ascribed racially primitive and archaic forms 
of thought” For reasons already indicated in connection with 


nrL^ ^ r^nt representation of this approach may be found in O. Fenichel 
The Psychoanalytic Theory of Neurosis (New York: Norton, 1945), pp. 33 . 53 ! 
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motive and motivation, we shall avoid the unnecessary ambiguities 
and the archaic thinking which divide our naturalistic world be- 
tween conscious and unconscious realms in a hypothetical psyche. 
We shall use instead the more realistic distinctions between con- 
flicts that are shared and those kept private, and between unshared 
conflicts accessible to a patient s own self-reactions, and those rela- 
tively or completely inaccessible to them. 

The possible reasons for the complete or relative inaccessibility 
of conflicts are very numerous. The more specific and the more 
complex we shall take up later in direct relation to specific and com- 
plex behavior pathology. A few of the simpler and* more general 
factors will be mentioned here by way of introduction. 

(a) An effective conflict may remain inaccessible to one's self- 
reactions because of prior punishment or threat. The punishment 
or threat in early childhood must come from other persons. Later 
it may come directly from others or appear in ones own reactions 
of guilt, pride, anxiety or fear. Eventually, the beginnings of a for- 
bidden act may be suflScient to provoke anticipant anxiety which 
inhibits or disorganizes the act. As in other learned behavior, the 
acquired anxiety reaction is likely to generalize to similar situations. 
It is also likely to be aroused by incidental fragments of the orig- 
inal or derived situation which have no necessary Relationship to 
the forbidden act in terms of simple verbal logic. 

(b) Conflicts remain inaccessible because U patient cannot rec- 
ognize the significance of some determining factor or factors with- 
out expert help. The necessary help is sometimes of a simple char- 
acter. Henderson and Gillespie, for instance, cite a case in which 
the patient was able to clear up his conflict quickly, and get rid of 
his neurotic symptoms, after the rather obvious situation had been 
analyzed for him by the clinician.!® Complex conflicts, especially 
those of long standing, usually require a great deal more work than 
this on the part of both therapist and patient. The therapist him- 
self may be a long time arriving at the basic difficulties, concealed 
as they usually are by a succession of defense and escape reactions. 
The patient commonly cannot recognize or accept an interpreta- 
tion of his conflicts unless he has had a hand in working it out him- 
self, and this is likely to be a slow process. He may be unable to 

!® D. Henderson and R. Gdlespie, Textbook of Psychiatry for Students and 
Pi^titioners, 6th edition (London; Oxford University Press, 1944), pp. 163- 
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gain lasting relief before he has lived through his conflicts with his 
therapist, in talk and fantasy that may precipitate emotional storms. 

(c) Conflicts fctnain inaccessible because the patient cannot re- 
<^, without expert help, what he has been fantasying. This holds 
for very recent fantasy as well as for more remote. The free-asso- 
ciating neurotic patient is frequently startled by the fact that at 
some point in his performance he suddenly blocks. That is, in spite 
of his intent to cooperate, he finds that he can say nothing and 
think nothing further along the line his free-association has been 
traveling. Blocking occurs in normal everyday behavior, partic- 
ularly in emotional reactions, and it plays a prominent role in cer- 
tain cases of anxiety, hysteria, depression and schizophrenia. It is 
involved in techniques of repression which we shall discuss in the 
next chapter. 

The free-associating patient is not infrequently startled also by 
what he does say or think. He may immediately disown a statement 
made by him in the therapeutic situation, and even accuse a silent 
pMsive therapist of putting words into his mouth and thoughts into 
his head. These disowning reactions, are, of course, related to nor- 
mal and abnormal projection and therefore also to delusions. 

(d) Conflicts remain inaccessible if they have never been ade- 

quately formulated in language or in socially organized thinking. 
Language is a powerful instrument of recall, and thinking which 
has been organized in its terms shares its advantages in this respect 
also. For most persons, the imagery of recall does not go far in 
recapturing past sequences unless they can fill in with talk. Talk- 
ing during recall then makes subsequent recall easier, even though 
talking may at the same time modify recall. One of the chief rea- 
sons for the scantiness and patchy character of genuine infantile 
and early childhood memories ” is that the infant and the young 
child lack an adequate sequential language system. This is prob- 
ably also an important reason for the speed of fading in dreams 
and daydreams. It is not the Censor, not the Superego, but the 
paucity of language behavior in dream and fantasy that leaves 
imagery kaleidoscopic and makes recall in verbal currency meager 
and uncertain. ° 

(e) Conflicts may remain inaccessible because of their emotional 
components. Personally important conflicts always include strong 
emotional participation which may help disorganize behavior at 


Dudycha and M. Dudycha, "Childhood memories: 
literature,’ Psychol. Bull., 1941, vol. 38, pp. 668-682. 


a review of the 
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the time or later during periods appropriate for recall. The visceral 
contributions in emotional behavior we know are difiFuse, pervasive 
and difficult to formulate in language and organized thinking. In 
deliberately recalling an emotional reaction, we can try to reinstate 
emotion in our own behavior, but the trouble is, again, that the 
visceral contribution is difficult to verbalize and communicate. Our 
criteria for deciding whether or not a supposedly reinstated emo- 
tional reaction corresponds to the original are at present almost 
entirely.personal. We simply lack the socially agreed-upon equiva- 
lents in language for emotional reactions which we have for much 
of our other important behavior. It goes without saying that all five 
general reasons for the relative or complete inaccessibility of con- 
flict, or any combination of them, may be operative in a single case. 

Frustration tolerance and individual susceptibility 
It is universally recognized that different individuals show marked 
differences in the degree to which they are able to tolerate frus- 
trating circumstances. Wide variations also appear in the same in- 
dividual at different times and under different kinds of stress. 
Rosenzweig has introduced the concept of frustration tolerance to 
designate these observed differences.^® We may define frustration 
tolerance as the ability to endure delay, thwarting or conflict with- 
out resorting to maladaptive reactions. An adult may be said to 
have low general frustration tolerance if he is. unable to endure the 
delays, thwartings and conflicts of everyday living, or if in adapt- 
ing to them he develops other stresses that reduce his social effec- 
tiveness and his usual gratifications. He may be said to have low 
specific frustration tolerance if he exhibits similar maladaptation in 
relation to some specific kind of delay, thwarting or conflict. 

Individual variations in both general and specific frustration tol- 
erance are unquestionably influential in determining one’s suscep- 
tibility to the behavior disorders. Wide individual differences have 
been reported among normal children in the degree and kind of 
stress that they can successfully withstand, and in the adequacy of 
the adjustive techniques upon which different children rely in time 
of stress.^® We have already reviewed, in connection with person- 

1®S. Rosenzweig. "An outline of frustration theory," in J. Hunt (editor) 
Personality and the Behavior Disorders (New York: Ronald Press, 1944), pp’ 
879-388. The definition given above is adapted from that of Rosenzweig.’ 

Macfarlane, “Relationship of environmental pressure to the develop- 
ment of a child's personality and habit patterns,” Jour. Pediatrics, 1939 vd 
15, pp. 142-154. ’ 
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ality development, some of the effects of parental indulgence, anxi- 
ety, domination and rejection, upon the frustration tolerance and 
social adaptations of children. In one study, as we have seen, these 
effects were traceable well into adolescence. Normal adults like- 
wise show great individual variations in frustration tolerance, both 
under laboratory conditions and under such special stresses as war 
unposes.2® Age, sex and physiological state also affect frustration- 
tolerance thresholds, and so do toxins, general infections and brain 
damage as we shall see in our concluding chapters. 

It is, however, not only the kind and degree of stress a person 
can endure that determines his individual susceptibihty to be- 
havior disorder. Equally important is the influence of the kind of 
adju^ve techniques he favors, their adequacy and the ways in 
which he utilizes them. If, for example, a patient has been over- 
tramed in submission, and meets frustration habitually with fantasy 
an p^sive contemplation, he will almost certainly differ in his 
general susceptibility from the average man. But he will also differ 
in specific susceptibility from the patient overtrained in the aggres- 
sive use of projection, and from the patient oversensitized to guilt. 
Moreover, even though these three may develop behavior pathology 
of approximately equal severity, the first is likely to withdraw into 

“ second to develop delusions and 

attack his supposed frustrators, and the third to seek propitiation 
in compulsive ritual or expiation in death. In short, what is some- 
times ^Iled the choice of neurosis” depends to a large extent 
upon Ae relationship which different behavior disorders bear to the 
unskilled or injudicious use of each special adjustive technique. 

1945 )%!^^'^' (Philadelphia: Blakiston, 



6 Basic Adjnstivc ‘Tcchnimies 


IF THE METHODS that ncurotic and psychotic 
persons use in dealing with their frustrations and threats were 
unique for every individual, we would never be able to develop a 
systematic science of behavior pathology. And if their 'methods 
were*really as strange and as alien as they seem to the novice, we 
could not account for the evolution of neuroses and psychoses from 
normal conduct, nor explain the gradual return to normal behavior 
which we so often witness in recovering patients. But the adjus- 
tive techniques we find in behavior pathology are not unique for 
every individual, and any of the abnormal reactions can be derived 
from some basic adjustive technique that normal children or adults 
use in everyday life. Indeed, we shall use this well-founded rela- 
tionship as the bridge over which we may pass, in our analysis of 
behavior, from normal everyday conduct to even the most florid 
and the most bizarre behavior pathology. 

When we speak of basic adjustive techniques, we mean those 
habitual methods which human beings in our society use in over- 
coming, avoiding, circumventing, escaping from or ignoring frus- 
tration and threat. It should be emphasized that these adjustive 
techniques are simply ways of manipulating situations and reduc- 
ing the tensions of need or anxiety, of suspense, thwarting and con- 
flict. They are certainly not, as at one time believed, primordial 
forces, weU-springs of psychic energy.^ The relative uniformity of 
these methods from person to person should not surprise us, or 
throw us back upon mystical speculations over a **racial uncon- 


Psychopathologi^ of the nineteenth century introduced the terms "mental 
mechanisms, psychic mechanisms,” and “dynamisms” to designate certain 
of ttese adjustive operations, under the naive impression that they were de- 
scnbmg psychic entities instead of human behavior ^ 
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scious* We are all built very much alike, and we all grow up in 
a shared social environment that presents everyone with certain 
inescapable problems. The differences we find from person to per- 
son are chiefly in the degree to which one or another technique is 
employed, the preferences different individuals show and the way 
they overplay and underplay one method or the other. These we 
can confidently ascribe to the differences in structural detail and 
rate of growth that human beings show, to status differences 
throughout childhood and in adult life, and to all tlie other factors 
which psychologists have found determinative in accounting for 
the observed individual differences in social learning. 

GENERAL ADJUSTIVE TECHNIQUES 

Direct aggression and the temper tantrum 

One of the simplest of human reactions to threat or frustration is 
that of increasing the vigor of direct attack. This technique is in 
itself quite adequate to take care of many everyday problems. The 
aggressive reactions we see early in life are relatively non-specific 
mcreases in vigor. The small child cannot adequately localize or 
isolate specific sources of stimulation, and he suffers from a dearth 
of well-coordinated skills. Indeed, during the first postnatal months 
an infants vigorous reactions are effective only because they hap- 
pen to bring someone to the scene who does have the ability to 
localize and isolate diflSculties in the situation, and whose skills are 
sufficient to correct them. Otherwise the infant could not, of course, 
survive. We must accept a non-specific increase in the vigor of 
reaction as a normal adjustive technique at the infant level of 
behavior. 

As an infant grows into childhood his stiength and coordination 
increase. He learns to localize and isolate specific sources of stimu- 
lation, and as time goes on he becomes more and more adequate 
in attacking specific objects and situations without having to enlist 
outside aid. But even so, direct aggression can still solve at best 
only a small proportion of his simpler problems. From the little 
child s standpoint most objects that surround him are relatively 
enormous or they are high out of his reach. Many situations in 
everyday life are much too complicated for his rudimentary skills. 
Moreover, the human beings among whom a child lives, and upon 
whose behavior he depends, are relatively very large, strong and 
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quick, and in skill and resourcefulness they are incomparably 
superior. They frustrate, threaten and punish him while he is still 
too young to grasp the significance of what they do, and long before 
he has developed the means of adequate communication with 
them. Hence it is that, for several years beyond infancy, the nor- 
mal child is repeatedly thrown back upon non-specific aggressions 
and continues at intervals to meet delay, obstruction, conflict and 
threat with temper tantrums. 

Direct aggression, even ineflFectual direct aggression, is em- 
ployed to some degree throughout life by all normal persons. As 
a matter of fact, its complete absence is a great rarity, even among 
the behavior disorders. In some individuals direct aggression per- 
sists ^ as the preferred and the immediate adjustive technique. 
Habitual direct aggression often constitutes a serious personal 
maladjustment which renders an individual socially incompetent. 
The community, which often suffers from the maldevelopment of 
such individuals more than they themselves do, usually retaliates 
with counteraggression and frustrating punishment. Indeed, our 
laws prescribe various forms of direct revenge upon offenders, and 
we still permit ourselves the expensive luxury of gloating over the 
suffermgs of those whom we convict. Modem criminologists are 
beginning to realize, however, that these community attitudes re- 
flect the same inadequacies in group adjustment which the anti- 
social person exhibits in his individual behavior. Because of the 
commuiiity’s vengeful, aggressive attitudes we have not yet suc- 
ceeded in carrying the evolution of our social techniques aimed at 
the prevention of crime and the rehabilitation or isolation of dan- 
gerously aggressive persons very much beyond the stage at which 
they were fifty years ago.2 Individual illegal aggression and com- 
munity counteraggression, no matter how infantile or ineffectual, 
both have intelligible origins and both are presumably preventable. 

A common aggressive technique that looks disorganized and dis- 
ruptive, but is merely explosive and relatively non-specific, is the 
so-called temper tantrum. The temper tantrum is, of course, an 
adjustive technique, an habitual way of meeting difficulties, but an 
infantile way. In most individuals it tends, like whining and 

2 For constructive proposals toward reorganizing penal codes along modem 
unes^ee Youth Correction Authority Act, j^er. Law Institute, June 22 1940- 
W. Healy, “A new program for treatment of youthful offenders,” Amer. 
Soc. Rev., 1940, vol. 5, pp. 610-617. 
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caiuresis, to disappear gradually as one grows biosocially more 
competent. Also like whining and enuresis, the temper tantrum 
as an adjustive technique may persist indefinitely in persons who 
remain socially immature. It may return in later childhood and in 
adulthood under conditions of unusual stress and strain. Temper 
outbursts ^e likely to show a temporary sharp increase, for ex- 
ample, during the age of resistance and again in adolescence. In 
adulthood they are often prominent in marital difiBculties, where 
adjustment on a verbal level may not carry over into non-verbal 
conflicts and anxieties. The same is true of many persons returning 
to civilian life after active military service,® of elderly men and 
women faced with new biosocial insecurity, of persons going 
through a grave economic crisis and of prisoners undergoing severe, 
continuous deprivation. 

When temper tantrums occur regularly as a preferred adjustive 
technique in adult behavior, they are nearly always an indication 
of personal inadequacy or social incompetence. They are infantile 
aggressive techniques which, in the interest of other persons, should 
have been replaced by specific aggressions or by the special ad- 
justive techniques which we shall discuss later. This characteriza- 
tion still holds even though the adult using temper outbursts is a 
prominent management or labor executive, a celebrity in the world 
of art, letters and science, a churchman, a political leader or a mil , 
itary officer. An extreme case of simple temper tantrums appeared 
quite incidentally, first as a diagnostic and then as a therapeutic 
problem, in an elderly attorney whose behavior will iUustrate what 
we have just said. 


The patient, a sixty-two-year-old bachelor, was admitted to a 
hospital because he was suffering from an agitated depression com- 
plicated by grave malnutrition. One day, after he had grown strong 
enough to ^ up and about, he unejqpectedly fell to the floor with a 
yell and, still shouting and cursing, moved around on all fours and 
banged his head against furniture and walls. This attack recurred 
after a few days in apparently an identical pattern, but was reported 
by the nurse as a convulsion. There were medical reasons for con- 
cern over these incidents, since nothing recorded in the patient’s 
history accounted for them. But after a careful recheck had cor- 
roborated none of the staff’s conjectures, the most capable psychi- 
atric nurse available was placed in charge of the patient with strict 

j> * ^ ■ I*' adjustments 6f discharged service personnel ” 
Psychol. Bull., 1944, vol. 41, pp. 689-696. ^ ’ 
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orders to watch and record objectively every detail of his behavior. 

It was soon apparent that the attacks came only when the patient 
became exasperated over not having his own way. He was fully 
reactive to his surroundings while in them. One day, for instance, 
the nurse told him he was about to kneel on his false teeth, which 
had fallen out of his mouth. He immediately interrupted the fit 
long enough to place them on the table out of harm’s way and then 
resumed the fit. Finally, a relative confessed that the patient had 
controlled his household all his life by what turned out to be simple 
temper tantrums, but of an infantile pattern seldom encountered in 
mature intelligent adults. This aspect of his home life had been 
concealed from the physicians through fear of the patient and 
through shame. 

The story is as simple as the attacks. The patient was the eldest 
in his family and its only member to go after a higher education. 
After college, he had laboriously built up a good law practice among 
the poor, and with his income had for decades supported com- 
pletely a houseful of grown relatives. As far back as they could 
remember, this professionally able man had ruled the household by 
his temper tantrums and by loud threats of discontinuing financid 
support the moment he was crossed. It was no great matter to wean 
hm from these infantile aggressions while he remained in the hos- 
pital, by seeing to it that they were not successful while the socially 
mature techniques which he had heretofore reserved for purely pro- 
fessional contacts were. However, when he eventually left for home 
a well man, he gave every indication that he had no intention of 
changing his methods of controlling others there. For after all, this 
adjustive technique was fully accepted in his home enviromnent 
^d, infantile though it might be, it still won for the elderly attorney 
the complete obedience of persons who were themselves addicted 
to a rather infantile pattern of dependence upon him. 

We frequently see pathological derivatives of simple temper tan- 
trums in the T>lind rages” of social deviants ( the so-called “psycho- 
pathic personalities ) and particularly in the outbursts of socially 
immature paranoid individuals. In these persons the attacks of rage 
are usually signs of grave social incompetence and may prove very 
dangerous to anyone considered to be the source of frustration or 
threat. Excessive fear, in individuals who have always been re- 
garded as personally adequate and socially competent, may some- 
times precipitate a blind assault on other persons or objects. 

Simple withdrawal, fear and anxiety 
Simple withdrawal in the face of threat or defeat can be every 
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bit as normal and effecjtive an adjustive technique as direct aggres- 
sion. In many situations it is more appropriate, and in most situ- 
ations it is more acceptable to others than aggression. Early in life, 
of course, reactions of simple withdrawal are relatively non-specific 
and inadequately executed for the same general reasons which we 
pointed out in relation to aggression. There his assaults met stone 
walls; here his pursuers all wear seven-league boots. 

The inadequacy of withdrawal from threatening and frustrating 
situations in infancy and early childhood has an immediate bear- 
ing upon the development of fear and anxiety reactions. Inade- 
quate withdrawal is therefore a topic of prime importance to the 
student of behavior pathology. For most of the special adjustive 
techniques which we are about to discuss are in some way or at 
some time directly related to fear and anxiety. We shall find that 
fear and anxiety are the common starting points from which exag- 
gerations, distortions and inappropriate use of adjustive techniques 
lead over into frank behavior disorders. 

Strong, sudden or unexpected stimulation — including the loss or 
impending loss of security and support — is apt at any time of life 
to provoke a widespread emotional reaction which in some forms 
we call fear and in others anxiety. By fear we mean any strongly 
avoidant emotional reaction that ctdminates in flight when flight 
is possible. We include as an integral part of the fear reaction, of 
course, the whole preliminary or anticipant phase, which begins 
with stimulation by the fear excitant and leads up to the actual 
flight. 

As infants grow into childhood, and children grow into adults, 
the number and complexity of their acquired fear excitants also 
grow. Emotional displacements develop and persist, conflicts ap- 
pear and multiply, and one’s pursuers become rules of conduct, the 
neighbors opinion and ones conscience. Direct external threats 
are supplemented by a person’s self-reactions. These are organized 
through social learning into roles that once were played by parents, 
teachers, critical peers, ^licemen, priests or pastors. 'The more in- 
direct, the more symbolic and internalized our fear excitants grow, 
the less simple it becomes to flee from them or quiet them. As 
adults we are able at length to run fast and hide well, but not from 
our self-reactions. 

When a person is exposed to fear excitants and cannot flee, his 
immediate overt behavior is likely to be that of shrinking, hiding 
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or remaining very quiet and still. His covert reactions, however, 
are not essentially different from those one sees preparatory to 
flight, even though flight is now impossible and may not even be 
contemplated. Among other changes the pulse, blood-pressure and 
respiratory rate increase, gastrointestinal functions alter character- 
istically, kidneys are overactive, tremors and other signs of skeletal 
tensions appear, the pupils dilate, sweating is present and the 
mouth goes dry. These responses are all part of the normal knxiety 
reaction. ^ 

We designate as anxiety the predominantly covert skeletal and 
visceral reaction which, for an unhampered and uninhibited per- 
son, cor^itutes the normal preliminary phase of emotional flight, 
but which for some reason is prevented from going on into its con- 
summatory phase. In this sense, anxiety is an incomplete or am- 
putated emotional reaction, one that becomes intelligible only when 
it is understood as originally the preliminary phase of an uncon- 
summated act. 

Older children and adults learn to conceal or disguise most of 
the overt components of their fear reactions, but they are usually 
much less successful in controlling the predominantly covert skel- 
etal and visceral components which we have designated anxiety. 
Indeed, the very factors making for inhibition of overt flight, and 
of overt hiding or shrinking, are the factors most likely also to 
inhibit a person’s admitting or even recognizing that the covert 
anxiety reactions are present. 

For this reason, and because they are also less visible and ac- 
cessible to others than overt , fear, the anxiety reactions tend to 
remain relatively unshared. Being inadequately shared with others, 
they are likely even in adults to be unsocialized and private. They 
are not verbalized as well as overt fear, and they are therefore 
usually harder, even for the individual in his own self-reactions, to • 
recognize, identify and formulate in words. Indeed, as every ther- 
apist discovers for himself, the skeletal tensions and tremors of a 
patient’s anxiety may obtrusively persist, and the visceral reactions 
with them, even though the patient has inhibited his specific fear re- 
sponses, and has completely lost track of the original fear excitants. 
'The anxiety, to speak metaphorically, has lost its moorings. 

Anxiety reactions whose origins have been lost, or whose origins 
never were recognized or formulated by the patient, were at one 
time picturesquely named “free-floating anxieties” and described as 
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buoyant entities, ready to attach themselves to anything convenient 
in the psyche. However, the actual reasons for a patient’s inability 
to identify and recognize the original excitants, as the ones re- 
spomible for a given anxiety, are much the same as those outlined 
for inaccessible conflicts in the preceding chapter. The misidentifi- 
cation and the non-identification of fear or anxiety excitants by a 
patient, and his ascribing his fear or anxiety to incidental, frag- 
mentary or logically unrelated sources, are all phenomena that fall 
within the scope of general psychology. 

A most important complication of our problem arises out of the 
fact that anxiety reactions develop in relation to frustrated aggres- 
sion Md sex excitement, as well as to fear. No one any longer 
(Questions the fact that conflict enters into a great many cases of 
anxiety following aggressive or sexual frustration and fantasy, and 
there is no reason to doubt that the conflict involved is most often 
the adient-avoidant one we call guilt. Nevertheless, it is frequently 
the case that even though conflict is minimal or absent a patient 
may still develop acute anxiety following frustrated aggression or 
unconsummated sex excitement. To take care of these more or less 
exceptional anxieties the older psychic speculators postulated the 
intervention, in a hypothetical psyche, of “unconscious censors” and 
hoodwinked or sleepy “superegos.” But today there are available 
more plausible alternatives than these, although they remain still 
almost unexplored. 

We have at least one promising lead in the fact that all attempts 
to discriminate objectively between the tensional patterns of dif- 
ferent covert emotional reactions have so far failed. Our instru- 
ments do not yield data which enable us to distinguish reliably be- 
tween the covert components of fear, aggression and sexual excite- 
ment. We have to rely upon the experimental subject himself to 
supply the discriminating data in words which are, of course, a part 
of bis own self-reactions. If for any reason he is unable to make 
the distinction between his more or less amputated, covert emo- 
tional reactions, the distinction cannot be made at all. This strongly 
suggests that, under non-laboratory conditions, it might not be di£B- 
cult for a patient to be misled himself in reacting to his covert 
emotional behavior. Without the intervention of conflict and re- 
pression, he may still mistakenly ascribe the covert consequences of 
frustrated aggression or sexual intent to an unknown fear.* We 


*^H. Murray, The effect of fear upon estimates of the maliciousness of other 
personahbes. Jour. Social PsychoL, 1933, voi. 4, pp. 310-329. 
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must not forget that all emotional upheavals tend to interfere widi 
behavior analysis, even when the situation is a socially acceptable 
and admissible one. We shall return to this problem when we study 
pathological anxiety. ^ 

Of course withdrawal and fear, like direct- aggression, have their 
constructive and socially advantageous aspects. To be lacking in 
ear may lead one into personal or social disaster if, for instanna 
ones security and the safety of others depends upon caution 
precaution. Withdrawal, fear and anxiety in general put much less 
direct strain upon interpersonal relationships than do specific ag- 
gressions and temper tantrums. For no matter how asocial and 
ineffectual withdrawal may become, it is rarely anti-sodal or threat- 
ening to other persons. Far from inviting counteraggressions and 
retaliation, as chronic aggression usually does, chronic withdrawal 
reactions tend to make a person unobtrusive and remove his social 
sting. 

This is one source of personal danger in reactions of withdrawal, 
that they are so well-tolerated by society, so easily misinterpreted 
as goodness and, as goodness, so often encouraged and rewarded. 
The shy, obedient, submissive child who likes to play alone, and 
can entertain himself, is looked upon by many teachers and mothers 
as just a “good” child. Actually he is no trouble to others because 
he has been made a socially submerged child, one trained to live 
sedusively according to somebody else s, plan. Such a rliild is 
already a socially inadequate child and, udess his trends are cor- 
rected by the neighborhood and school community, he stands a 
good chance of growing into a socially incompetent adult 
There is evidence to indicate that infants and children can be 
overtrained in withdrawal and submission simply by frustrating 
them systematically, until they learn that striving and initiative al- 
ways fail, but patience and obedience are rewarded. While such 
training usually develops only a profound overdependence, with or 
without underlying resentment, there is always a chance that it will 
render a child habitually apathetic in frustrating situations. Turn- 
ing to a different culture, we find Bateson and Mead ascribing the 
observed emotional indifference and lack of striving in Balinese 
adults to the years of deliberate teasing frustration, to which all 
Balinese mothers seem to subject their children.® Landis and 

® G. Bateson and M. Mead, Bernese Culture, a Photographic Astalyais, New 
York: New -York Academy of Sciences, 1942; G. Bateson, “Cultural deter- 
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Bolles have described acquired emotional apathy and sedusiveness 
in American women who for long years had met insurmountable 
frustration, because of their incurable physical handicaps.^ 

Sudi childhood training and such later influences seem to be 
involved in the chronic give-up reactions that one meets clinically 
in sedusive, withdrawn, chronically fatigued or hypochondriacal 
persons, in certain dependent immature hysterical patients and in 
apathetic, passive schizophrenics. Clinicians are continually im- 
pressed by the failure of parents and teachers to recognize early 
tendendes in a child or an adolescent to insulate himself from social 
contects, to withdraw from the struggle, until he has developed 
habits of grave and often incurable social isolation.’^ His incom- 
petence is mistaken for virtue. Indeed, the mother of a young 
schizophrenic is apt to say, “I just can’t understand it. He was 
never^any trouble. He was always such a good child — almost too 
good! Too good to be an adequate human adult, she might have 
said. 


The general adjustive techniques of direct aggression and simple 
withdrawal, which we have discussed, are gradually elaborated 
during every person s childhood into innumerable complex reac- 
tions, and these also generalize to a great variety of excitants. We 
even see withdrawal paradoxically used as aggression, for example, 
to defeat somebody s plans and vengefully to disappoint him. In 
the opposite direction we may discover persons, who have learned 
to prefer seclusion from social contacts and afFectional ties, em- 
ploying direct aggression to defend their asocial privacy from some 
threat of intrusion. But the task of sorting and labeling all the 
possible varieties and derivatives of aggression and withdrawal, like 
that of naming motives or emotions, is a task rather for dictionary- 
makers than for behavior pathologists. We shall, instead, single 
out for our next consideration the ten special adjustive techniques 
which all normal children and adults acquire, and which frequently 
lead to behavior disorders when they are practiced unskillfully, or 
used exclusively and inappropriately. 


ml^ts of pereonaUty,” in J. Hunt (editor), Personality and the Behavior Dis- 
order* (New York: Ronald Press, 1944), pp. 714-735 

®C. Lan:^ and M. Bolles, Personality attd Sexudlitu of the Phusicallu 
Ha^ic^ed Won^( New York: Hoeber! 1942), pp. 31 W 83-91. ^ 

Ir'.ij ”*^^*°**’ attitudes of various groups toward behavior problems 
of children. Jour, Abnorm. Social Psychol., 1940, voL 85, pp. 120-125. 
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SPECIAL ADJUSTIVE TECHNIQUES 

Under the conditions of human ^oup living, direct aggression 
and simple withdrawal have distinct limitations as adjustive tech- 
niques. Because of this, everyone is obliged to begin early in child- 
hood to develop certain more indirect methods of reducing the 
tensions of anxiety and need, of solving conflicts, of substituting 
permissible satisfactions for taboo ones, of increasing reward from 
and acceptance by other persons, and of avoiding punishment and 
deprivation. Each of us must acquire these special adjustive tech- 
niques without foreknowledge, since at tlie time we lack it. In the 
early stages we must acquire them also without adequate language 
behavior, since we cannot very well wait for language to develop 
before adapting ourselves to the demands of our parents and sib- 
lings, and to the restrictions imposed upon our behavior by the 
structure of our surroundings. 

f^ct that we learn special adjustive techniques before we 
acquire adequate language behavior is a very important one in 
behavior pathology. These prelanguage techniques are developed, 
not according to verbal logic, but according to the logic of non- 
verbal operations, that is, the logic of object-arrangements and of 
the apparent sequence and concomitance of events. This is a good 
and valid logic, as far as it goes, for operations at non-verbal levels 
— the only logic available to subhuman animals, and one which 
human beings also use throughout life. But the great advantage 
human beings have is that they develop, alongside this non-verbal 
logic, other symbolic systems which can be manipulated differently 
to give them a different and, for the purposes of social operations, 
a far more adequate grasp of human interrelations. These are, of 
course, the symbolic systems of language and communication, and 
the derivatives of human communication which we have discussed 
in Chapter 4 as socially organized thinking. 

We might well suppose that, as a child’s language behavior 
grows more and more adequate, his special adjustive techniques 
would eventually operate always along the lines of verbal logic. 
But this is far from being the case. The average person goes right 
on meeting threatening and frustrating situations, through chfld- 
hood and into adulthood, in the ways that he learned before he had 
acquired adequate language habits. It is obvious that if he has 
never verbally formulated his adjustive techniques in such situ- 
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ations, they will be relatively or completely inaccessible to his self- 
reactions. He will be unable to recall, identify, analyze or modify 
em, without expert therapedtic aid, because he has never learned 
to react specifically to them. So far as his self-reactions are con- 
cerned, his adjustive techniques in these situations operate as auto- 
matically as his adrenals or his spleen. Thus, we often find adults 
using inept prelanguage techniques, with inadequate prelanguage 
attitudes, even though their social competence is unnecessarily 
lowered by such use, and even though the prelanguage attitudes 
leave them reaction-sensitive to danger, to slights or to guilt. The 
incompetent adjustive techniques of an adult, like the inept social 
approaches of overprotected children, may persist in spite of their 
inadequacy for want of a better alternative. 

But whether valid or invalid, apt or inept, the development and 
the selection of one or another special adjustive technique, as a 
given person’s habitually preferred procedure, will depend upon 
the same general conditions that determine the establishment of 
oAer dominant learned skills. The success of an adjustive tech- 
nique may, of course, be quite accidental and its selection therefore 
more or less irrelevant to the problem a person faces. If a tech- 
nique brings immediate tension-reduction, it may persist as one’s 
habitual, characteristic solution even though in the long run it 
leads to far more serious and resistant conflicts. It is like drinking 
alcohol because one’s business problems are too diflBcult for one’s 
business ability. An adjustive technique may persist, even though it 
makes a ^rson progressively reaction-sensitive and culminates in 
acute panic, simply because it is the only resource the person has 
been able to develop to handle threatening situations. Such factors 
as these are alone sufficient to account for the illogical character of 
many maladaptive procedures. We shall introduce others as we 
take up the different behavior disorders. 

Although variations in the acquisition, development and use of 
special adjustive techniques are necessarily great from person to 
person, there is still sufficient uniformity among them to justify our 
reducing the many to a basic few. These we shall divide into two 
groups of five adjustive methods each. They must not, however, be 
thought of as mutually exclusive entities. On the contrary, we shall 
find them often overlapping, and each of them is likely also to in- 
volve some characteristics of another. The first group is Tna>l». up 
of the defense techniques. In these, the dominant reaction is more 
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or less aggressively directed toward the difficulty or its origin, to- 
ward gaining help from others or getting oneself out of a predica- 
ment Among the defense techniques we shall distinguish (1) <if- 
tention-getting, (2) identification, (3) compensation, (4) rational- 
ization and (5) projection. 

The second group is made up of the escape techniques. In these 
some variation of withdrawal is prominent The person shuts him- 
self away, is non-cooperative, retreats from his problem, maneuvers 
in such a way that his problem seems to disappear, or takes refuge 
in daydreaming. Among the escape techniques we shall distin- 
guish (1) seclusiveness or insulation, (2) negativism, (3) regres- 
sion, (4) repression and (5) fantasy. All the special adjustive tech- 
niques, those of defense and those of escape, are potentially signifi- 
cant for the genesis of behavior pathology, and every one of them 
can be found at one time or another in the behavior of normal men 
and women. 


Defense Techniques 


Attention-getting 

This is the earliest to develop and in many ways the simplest of 
special adjustive techniques. We may define attention-getting as 
an habitual mode of reaction which reduces the tensions of need 
and anxiety by making the reacting individual the focus of other 
persons’ behavior.^ Attention-getting appears so early in life and so 
siniply that it illustrates nicely a fact of general importance in all 
adjustive techniques, namely, that to be effective a technique need 
not be planned, recognized as such, or understood by the person 
using it. This point is pivotal in modern behavior pathology and 
we must never lose sight of it. Indeed, its neglect has already led 
us into many speculative absurdities, based upon the opposite view, 
that abnormal behavior cannot become intelligible until it has beeri 
verbally rationalized according to a predigested system. 

h*ct us take crying as our illustration. Crying is the first pattern 
of attention-getting to appear and become established. The reason 
we call it attention-getting behavior is simply that it does get atten- 

8 All of the special adjustive techniques are assumed to be reactions to ten- 
sion. Unless tension-reduction can be demonstrated, or can be inferred from 
other behavior, we do not classify the behavior as adjustive. This 
appUes equaUy to aU of the ten definitions of special adjustive tecWques in 
this chapter. ’ 
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tion. This is a verifiable fact. We do not go further and pimply that 
crying, or any other early adjustive technique, is a sign of infantile 
shrewdness, a product of unconscious fantasy, ruminative guile or 
racial memories. That is untestable romance, and we do not need 
it for the problems posed by neuroses and psychoses. 

What actually happens is that internal or external stimulation 
arouses vigorous activity in an infant, and the crying is at first 
merely a part of the vigorous activity. It is a direct reaction to 
immediate stimulation, and not a call for help. But tlie crying does 
bring adult attention, and this corrects the situation and may also 
contribute a change in position, fondling, cuddling and rocking. 
The noise of the cry can go around corners and through walls and 
ceilings. It is therefore in the long run the most eflFective part of 
the general increase in vigor of an infant s behavior, from the 
standpoint of capturing an adult s attention. If crying reinstates 
adult ministrations when they have ceased, then through ordinary 
learning processes crying will eventually be established as the 
habitual specific reaction to their termination or their absence. At 
this stage, if not before it, we are fully justified in designating 
such an habitual means, which produces these results, as the 
infant's attention-getting technique, i.e., as the way in which his 
behavior indirectly obtains reduction in the tensions of need or 
anxiety. 

Crying may be the commonest attention-getting technique of 
infants and children, but no one needs to be told that it is not their 
only one. Among others we may mention breath-holding, temper 
outbursts, wetting and soiling, thumb-sucking, nail-biting, refusal 
of food, slow eating, spitting out and vomiting. Older children 
learn more complex techniques as their general behavior grows in 
complexity. We find them grimacing, complaining, asking ques- 
tions, acting “cute” and showing-off, boasting, teasing, fighting, 
talking roughly and obscenely, getting in the way, being deliber- 
ately disobedient or obtrusively attentive, lying and stealing, ex- 
travagantly giving, wasting or displaying. The most important 
single fact about this list, which any experienced mother could 
easily expand, is that every item in it is to be found in ordinary 
normal behavior. Indeed, we do not even dignify such reactions 
by calling them special adjustive techniques unless there is evi- 
dence that tliey are actually functioning as habitual methods of 
reducing indirectly the tensions of anxiety or unsatisfied need — 
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whether such a result is expected and predicted by the reacting 
individual or not. ° 

Attention-getting becomes abnormal when it is excessive or inap- 
propriately used. An excessive need for attention may come from 
very different prior situations. We have already found, for example, 
that overprotected children develop attention-getting habits on the 
basis of too much indulgence or too much supervision. In either 
case the child acquires a pattern of expectancy from his mother, 
at home, that leaves him uneasy and unsatisfied wherever he is, 
unless he can be the focus of attention. The same is true of adults 
and children who have at one time been much admired for their 
appearance, connections, possessions or achievement in any field, 
and who have lost this admiration. They are often unable to accept 
a marked-down satisfaction for their marked-up need. The atten- 
tion-getting techniques developed by a first-born child, who is being 
neglected for his new sibling rival, are second to none in their 
variety and their persistence. The need is very great and the habits 
of adjustment do not become fixed in pattern until after many have 
been tried. 

Excessive need for attention also develops in neglected persons 
who have received decidedly less than the average attention from 
others. One commonly finds exaggerations and distortions of atten- 
tion-getting behavior in orphans and unwanted or rejected children, 
in the oflFspring of cold, egocentric or hypercritical parents, and in 
children who have never seemed attractive or worthy of esteem, to 
others or to themselves. In the adulthood of such children, the 
appearance of strong bids for attention, when attention appears 
objectively to be adequate, is sometimes interpreted as a defense 
against a return of the bleak loneliness of childhood. More often 
than not, however, the explanation is much simpler. Techniques 
that have been used for a long time tend to persist even after all 
need for them has passed, except the need that arises out of 
habitual acts themselves (Allport’s “functional autonomy”). They 
are like the domestic ways of a retired seafarer, who continues to 
live in his house on land as though he were cramped for space, 
calls his basement the hold and his ground floor the main deck, 
and keeps his days divided into watches. Children and adults for 
whom the success of others has in the past brought serious threats 
to their own security, and children who have been continually com- 
pared unfavorably with others, sometimes show a fluctuating need 
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for attention which tends to rise and fall with the rise and fall in 
others’ fortunes. 

Attention-getting in one form or another plays a prominent part 
in certain behavior disorders. Perhaps the most obvious ftramplp is 
the endless complaining of many hypochondriacal patients who do 
not, however, as a rule suspect the nature of their need. Equally 
unsuspecting may be the hysterical patient whose symptoms, as we 
shall see, sometimes appear only when conditions are favorable for 
attracting attention. If for no other reason, hysterical attention- 
getting can usually be distinguished from ordinary attention-get- 
ting by the fact that the symptoms last far beyond the limits of 
their direct usefulness and often bring the patient great personal 
disadvantage. The typical manic patient gives florid exhibitions of 
attention-getting behavior, particularly when he is stimulated by 
the presence of others. Sometimes his exhibitions seem related to 
anxiety and possible depression; often their origins are quite 
obscure. 


Identification 

Identifying is an habitual adjustive technique which reduces the 
tensions of need and anxiety by enabling a person to react to the 
achievements, characteristics, status and possessions of other per- 
sons or of groups as though these attributes were also his own, and 
to react to objects and symbols as though he shared in the virtues 
(Kcribed to them.^ The conditions of normal group living maVo it 
inevitable that identification should arise. The child, after all, be- 
gins life as a member of the family unit. He does not enlist iii the 
family group after he has developed social individuality, but, quite 
the contrary, acquires social individuality secondarily afterwards. 
In early infancy what he does and where he goes are determined 
by the activities and locomotion of others, especially of his mother. 
For a long time he cannot and need not distinguish his possessions 
from the possessions of others. From the older members of his 
communal family group he acquires his early tastes and interests, 
his ways of doing things and saying things; their characteristics he 
acquires as his own. His status in relation to the wider community 


Ide^^ation is frequently used in a looser sense to designate general role- 
taking behavior. We snail find it more helpful to confine its use to reactions 
Actons having or of once having had, definite tension-reducing 
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is at first the status of his family; he has no other. This is the 
normal, ordinary background out of which identification, as a tech- 
nique of deriving indirect satisfaction and reducing anxiety, is 
developed by every one of us. 

The small child, emerging from his home into the neighborhood 
community, quickly finds that he is received by other children not 
as a detached individual but as belonging to a certain family, with 
this or that standing, living in such and such a house. The older 
children he encounters have long ago sorted out and graded the 
neighborhood families, and on this basis his status is judged. The 
attributes of a child s parents, his home and his relatives are made 
to reflect one way or another upon him, and he soon discovers that 
he can add to his personal prestige by raising the prestige of his 
family and home. His reaction now is definitely one of identifica- 
tion. From this discovery come the tall tales, the boasting and dis- 
play of children regarding the strength, occupation, income and 
influence of father, uncle or big brother, regarding the domestic 
virtues and personal attributes of a mother or a big sister. From it 
come also the exaggerations about family possessions and the im- 

aginative creation of important relatives, ancestors and friends 

all for purposes of competitive discourse on the porch or on the 
curbstone. If a child does not have a father in his home, he may 
invent one and endow him with attributes that will reflect credit 
on himself. 

Through these and similar maneuvers, a child gets practice in 
the use of family identification as a means of gaining and defending 
his personal prestige. If the reactions of others to him are favorable 
'in this respect, they will be reflected in his own self-reactions and 
he may develop habitual attitudes of self-esteem and security on 
the basis of family attributes. The same adjustive techniques gen- 
eralize to admired individuals outside the family -real, fictional 
and historical — and to other social aggregations of which the child 
is, or considers himself to be, a member. Among such aggregations 
may be mentioned the gang, school, clubs, political and religious 
aflBliations, majority and minority groups, and regional or civic 
clusters of all sizes and kinds. The child uses identifying tactics 
particularly when he needs their support, as when he moves to a 
new neighborhood, enters school, or finds himself neglected and 
looked down upon by his associates. 

As might be expected, problems of identification often become 
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acute during adolescence when social acceptance or rejection by 
dominant members in one’s peer culture may depend almost en- 
tirely upon family status and national or religious origin. A good 
many adults seem to have made the whole structure of their social 
personality depend, like Ulysses’ house, upon a prop that is not 
really a part of it. For anyone to question the integrity or 
worth of whatever group furnishes them their attributes is to 
threaten the destruction of their own personal security. This de- 
pendence is one source of the disproportionate emotional violence 
with which members may defend some special organization that 
seems trivial or functionless to outsiders. 

Identification enters into a great deal of imaginative role-taking, 
nonnal and abnormal. For many persons the chief enjoyment in 
reading biographies and romances, in playgoing and the like, comes 
from the identifying with fictitious and historical characters which 
such artivity stimulates. This is something to be remembered in 
evaluating a patient’s tastes. Through imaginative identification, 
readers, playgoers and radio fans may for the moment be this per- 
son or that, with his valor and strength or her virtue and beauty. 
They can share with a hero or a heroine the deeds, the honors, the 
dangers and the triumph, or the shame, the suffering and revenge. 
Any alert observer can detect traces of identification with heroes, 
heroines, villains and comedians on the part of adults who have just 
attended a movie or a play, as well as of children. 

Identification may also involve the inanimate object that one 
makes or buys, one’s possessions and one’s clothes. In showing off 
or boasting of his new car, a man reacts as though its build were 
his, its shine his shine, its power and speed a measure of his virility, 
and its cost a reflection of his personal worth. A woman in a 
modish and expensive gown considers herself elegant and more 
valuable than when she is in a bargain basement house-dress, even 
though the latter may be actually more becoming and in better 
taste. Objects of tribal, national, religious or sentimental value also 
stimulate individuals, in all cultures, to react as though they per- 
sonally were imbued with the attributes generally ascribed to the 
valued object. 

Identification in neuroses and psychoses appears most clearly in 
delusions through which a patient in his self-reactions magnifies or 
sanctifies himself. Identifying in mania nins mostly to strength, 
beauty and intelligence, the patient attributing to himself the qual- 
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ities of some admired or envied person -a parent, perhaps, or a 
sibling or some well-known public character. The clinician often 
gets a distinct impression that the manic patient does not really 
believe in his identification. Paranoic persons are often quite the 
opposite; they believe in the verity of their identification, and arro- 
gantly or steadfastly reiterate the qualities and status which they 
attribute to themselves. In schizophrenia there is frequently an 
other-worldly mystical tinge to delusional identification, and the 
logical analysis hangs together poorly. Foster-child delusions are 
particularly common among adolescent schizophrenics and may 
very well be the foundation-stone upon which identifications with 
God, Jesus, the Virgin Mary and other religious or historical char- 
acters are built. 

Compensation 

Compensating is an habitual mode of reducing the tensions of 
need and anxiety through the substitution of some other need-satis- 
fusion sequence for a frustrated one or for one inducing anxiety. 
Like other special adjustive techniques, compensating appears early 
in life as a product of social learning. A frustrated child hits upon 
some substitute activity which happens to reduce need-tenstons 
more quickly or more effectively than just waiting, and this activity 
becomes the habitual compensatory substitute with which he meets 
the frustrating situation. Gf course, such suljstitute behavior tends 
also to generalize to equivalent situations, and it will show modi- 
fications and elaborations in its pattern as the child’s horizons 
widen. What is true of frustration is true also of anxiety. The ten- 
.sions of anxiety and of anxious anticipation can often be reduced, 
and sometimes eliminated, if something else is substituted for the 
anxiety-inducing activity. If this something else is a mere ritual, 
like tapping, counting, making signs or thinking a magical formula, 
we have cximpensatory substitution at a compulsive level. It re- 
duces anxiety, but as a rule it brings no lasting satisfaction. If, 
however, the substituted activity brings a person new satisfaction 
and new interests, it stands a better chance of becoming established 
as a more adequate and often a more constructive compensation. 
This holds as well for frustration as for anxiety. 

The variety of compensations found in the behavior of normal 
children and adults is almost infinite. Practically any need-satisfac- 
tion sequence may substitute for a frustrated or an anxiety-inducing 
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one. The compensatory behavior which appears very often leads 
to constructive developments that make a person actually better oflF 
than if he had not been frustrated or threatened. Indeed, many of 
the common socially approved and rewarded activities in our cul- 
ture have such an origin.^® It is not unusual for compensatory 
be^vior to start a person oflF on a lifetime hobby that is satisfying 
in itself and leads also to social contacts he would not otherwise 
have had. Biographers are fond of pointing out that famous per- 
sonages, in compensating for an observed or imagined defect in 
appearance, special ability, personality or social background, suc- 
ceed in carving out a great career for themselves in science, indus- 
try, art, politics or crime. No doubt compensation is sometimes a 
deciding factor in success, although biographers as well as readers 
are inclined to be gullible in the presence of such an attractive 
hypothesis and to accept conjecture as evidence. But anyone whose 
work is with persons at the time unhappy, and in their ovra eyes 
unsuccessful and unworthy, cannot help being impressed by the 
other side of the picture. 

In the vast majority of instances the development of compensations 
is decidedly a hit-or-miss affair. Hence, compensatory behavior 
very often leaves a person no better off than he was before, and 
sometimes it only makes matters worse for him. Difficulties arise, 
for example, when a person who is failing in something hits upon 
substitute needs with substitute goals for which he is actually no 
better equipped. The result is then more striving and more failure, 
wiA a greater likelihood than ever that he will one day give up 
trying and accept a defeat which some more suitable effort might 
have averted. One sees this sort of thing in the dull school dffid 
who tries out for athletics or dramatics simply because others, more 
favor^ than he, have gained prestige in these. The popular 
fallacies that intelligent persons are usually weak, and athletes 
necessarily stupid, contributes to the duU child’s unlucky choice. 
One sees the same mistake made by housewives who, unsuccessful 
in marriage or motherhood, attempt to become successful authors 
when they have no special aptitude in that direction either. Ill- 
conceived compensation may lead a man, already dissatisfied and 

^®^e sub^tutioa of socially wproved reactions, particularly if they have 
an altn^bc flavor, for socially discredited or taboo reactions is sometimes 
caUed sub^ation. The term, however, has other and more technical sie- 
niiicance which is not genxiane to the present discussion. 
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unhappy, to throw himself into an endeavor which actually does 
not interest him, so that even his apparent success is flavorless. 
Under such conditions, if the road to the goal is long and hard, the 
lack of satisfaction which a person finds in his phantom achieve- 
ment may lead in the end to depressive or paranoid developments. 

There is a no-man s land of considerable importance to us in 
which normal compensatory behavior overlaps with abnormal. 
Mothers, we know, turn to their children for more than the ordinary 
degree of love satisfaction when their husbands fail them or bring 
them much anxiety. Disappointed husbands and fathers, aside 
from the more direct substitutes they may seek, tend to compen- 
sate by a greater devotion to business and club activities. We have 
already seen that such parental reactions are important factors in 
producing the overprotected maladjusted child. Amorous adven- 
tures, particularly on the part of middle-aged and elderly persons 
whose life has not previously been adventurous, are often compen- 
satory reactions to real or imagined loss of prestige in social or pro- 
fessional relationships.^^ They may also represent a more vengeful 
attitude to what the individual considers unwarranted personal 
neglect, marital inattention or filial ingratitude. Alcoholism and 
drug addiction develop under similar conditions for the same rea- 
sons. Nonnal men, women and children quite commonly attempt 
to compensate for loneliness, lack of affection and attention, or for 
fafiure, by eating abundantly or expensively. Many cases of other- 
wise inexplicable obesity, in normal persons and in persons with 
definite behavior pathology, have this origin and this significance.^^ 
Among behavior disorders, overeating as a compensatory reaction 
is found most commonly in schizophrenia. 

The chad of domineering or hypercritical parents is often unin- 
tentionally trained in self-reactions that make him regard himself as 
inadequate when he is not. This training usuaUy leads a person to 
become reaction-sensitive to imperfections, in his person and per- 
formance, which even though actually present are quite unimpor- 


11 N. C^eron. ‘jNeuroses of later maturity,” in O. Kaplan (editor), Mental 
iSS'^pp (Stanford University, Calif.: Stanford University Press, 

i^H. BmA, Obesity in childhood. HI. Physiologic and psychologic as- 
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OT (II), pp. 739-781; H. Bruch and G. Touraine, “Obesity in childbnofi, v. 
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tant. He learns to avoid painful fault-finding and ridicule at home 
by making light of that which he prizes and by apologizing for any 
appearance of virtue or success. Sometimes such an individual re- 
mains chronically discouraged by the low rating he has been taught 
to give his own achievement. He habitually makes little or no at- 
tempt to compensate in any other direction when he fails, although 
he may not lose any of his childhood attitude of anxious resentment 
over his insecure and undervalued status. Often he embarks in- 
stead upon a career of unsatisfied striving,i8 whose goal is a reduc- 
tion in the tensions arising out of his own relentless, hypercritical 
®®l^"^^®^ctions. Tension reduction in these cases is, however, seldom 
more than transient. Success is taken habitually as a sign that the 
task must not have been really diflScult, and to admit frank gratifi- 
cation over one’s achievement may be to raise the old specter of 
retaliation and induce anxiety. The discrepancy between goal and 
achievement thus tends to remain constant and to justify the per- 
son in his lifelong derogatory, supercilious self-attitudes toward his 
ovim performance. 

Compensatory behavior that avoids competition, but does not 
renounce striving, may lead a person into lonely, eccentric ways of 
life which then heighten his maladaptation by isolating him from 
the social behavior of others. This situation is a fertile source of 
delusion. An individual, for example, develops needs he cannot 
satisfy or anxieties he cannot allay, but he has been made unusually 
reaction-sensitive by his childhood training or experience to possible 
rebuff and ridicule by others. Consequently he tries to work out 
his solution alone, in solitary thought. In this activity, which ren- 
ders everything possible except objective verification, he acquires 
his compensatory tension-reducing techniques without benefit of 
social validation. The outcome of his asocial brooding may be al- 
most anything from simple gaucherie to a chronic self-perpetuating 
personality disorganization. 'The following case illustrates the latter. 

An adolescent boy of impecunious immigrant stodc and mediocre 
ability determined to overcome his socio-economic handicaps by be- 
coming a great engineer. He enrolled in a technical high school but 
found it impossible to make die grade. For this dilemma he devel- 
oped the solution of regarding himself as a yoimg man of genius 
who could develop his own mathematical system and had no need 


“P. Sews, ‘^wels rf aspiration in academically successful children.” Jour 
Abnorm. Social Psychol, 1940, vol. 35, pp. 498-536. 
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of the ones he was unable to master. His eccentric solution unfor- 
tunately eluded his parents’ recognition for over a year. All they 
noticed was that he went out progressively less and less, let his 
friends drop, grew uncommunicative, stubborn and irritable, and 
finally refused to leave his room at afl. Several years later he was 
still grinding out on paper a jumble of mathematical symbols, 
pseudo-engineering terms and unintelligible mechanical drawings 
in a state hospital where he lived as a chronic schizophrenic patient. 
Shock therapy brought a few brief episodes of partial rapport, but 
left him eventually what he had been, a useless mediocre eccentric. 
With a different start he might have been a contented mediocre 
citizen. 

There is some evidence to suggest that manic attacks are often 
themselves compensatory reactions to a beginning or impending 
depression.14 Hypochondriacal complaints, as we shall see in the 
next chapter, may develop in middle-age as a compensatory re- 
action to neglect, to loss in self-esteem and to the dwindling chances 
of realizing long-cherished hopes. The body’s apparent ills take 
tlie place of other foci of interest, while care of the ailing body 
becomes a source of new and satisfying self-attention. Compulsive 
ritual, we have already said, reduces tension by substituting for 
whatever behavior induces anxiety. Hysterical inactivation and 
hysterical autonomy can perform similar functions. In paranoid dis- 
orders, schizophrenia, mania, and depressions, compensatory reac- 
tions in the form of delusions and hallucinations may play a prom- 
inent role. 

Rationalization 

Rationalizing is an habitual mode of reaction which reduces the 
tensions of need and anxiety by assigning to ones behavior socially 
acceptable motives that an impartial analysis would not substan- 
tiate, Children learn early in life, through trial and error or indoc- 
trination, to give reasons for their conduct and to excuse failure or 
wrongdoing in ways that are acceptable to adults. They discover 
that to assign motives to their behavior other than those of which 
adults approve is to invite rebuke, disgrace, rejection or punish- 
ment. They learn to give what is expected of them in this respect, 
and they learn also to accept their own evaluations when these 
prove acceptable to adults. In this way a person s self -reactions go 

^ N. Cameron, *The place of mania among the depressions from a biolog- 
ical standpoint,” Jour, Psychol,, 1942, vol. 14, pp. 181-195. ® 
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through a long course of training in the selection of motives, the 
socially approved receiving more and more emphasis and the con- 
demned being more and more rejected. The child, in Iftamin g to 
rationalize his behavior according to the customs of his society, is 
learning to deceive not only others but himself as well. There is 
no comfortable alternative. To do otherwise would be to lower 
himself in the eyes of those upon whom his security depends, as 
well as in his own eyes. 

It is easy enough to understand the prevalence of rationalizing 
among adults. In the first place, the origins of human acts are 
complex and frequently obscure. Human needs are therefore difiS- 
cult to analyze and human satisfactions sometimes hard to justify. 
To be able to carry out motivational analysis successfully in words 
and verify one’s tentative conclusions, one must have a rigorously 
detached attitude, strict impartiality, highly developed skill in sus- 
pending judgment, and an inability to be shocked, surprised or 
fascinated by the unusual and the taboo in any form. These are 
qualities that few possess who have not been professionally trained 
to it. Lacking them, the average person assigns to his behavior 
whatever probable or convenient motive has proved acceptable to 
himself and others in the past. Having once done so, he is unlikely 
to reconsider his possible motivation unless something compels him 
to do so; for to go back and reopen one’s past behavior for an 
unwelcome analysis can be as unpleasant as exhuming and examin- 
ing a long buried body. The general eflFect of rationalizing is, of 
course, to put one’s conduct always in the best possible light. This, 
in ton, allows a person to develop self-attitudes far from those 
which expert, impartial students could justify from the objective 
facts, and far even from those developed toward him by his inex- 
pert relatives and friends, unless they have a special need to be- 
lieve in him. 

The public tends to hold rationalization in contempt and by im- 
plication to deny using it, little realizing that in so doing they are 
illustrating the technique they disclaim. But rationalizing also has 
positive values. If it did nothing more, its function in cutting self- 
analysis short would still establish it as a desirable protective device. 
In ordinary everyday affairs, there is neither the leisure nor the 
necessity for analyzing out all of one^s motives. As a matter of 
fact, the need to track down and analyze the origins and meanings 
of one s conduct is an outstanding compulsive symptom which has 
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incapacitat^ many a patient for normal life. For routine unim- 
portant incidents it usually does no harm to assign a socially ap- 
proved but unwarranted motive, and it may make an individud 
happier and more self-respecting as well as more welcome to those 
among whom he lives. Rationalizing undoubtedly keeps down the 
annual crop of persons whose sense of inadequacy or guilt forces 
them into exaggerations of other special adjustive techniques and 
leaves them more vulnerable to behavior pathology. 

Rationalization is one of man’s chief resources in maintaining his 
self-confidence and self-esteem when he is so imperfect from a 
biosocial standpoint. A consistent and continuous analysis of his 
motives would break down the protection from anxiety that ration- 
alizing affords. Indeed, we can estimate the importance of this 
protection from anxiety by observing the angry indignation with 
which motivational analysis is characteristically greeted, by patients 
undergoing therapy as well as by others who depend for their 
security upon the rigid preservation of appearances. ClinicaUy we 
encounter the most serious failures to use rationalizing techniques, 
as protection from anxiety and denial of failure, in the depressions! 
Indeed, nothing can more easily convince one that rationalizing in 
moderation is a desirable thing than a few months spent working 
continuously with a dozen depressed patients. 

The exaggerated, distorted and socially invalid uses of ration- 
alization appear most clearly in delusions, 'a detailed consideration 
of which can be found in Chapters 13 and 14. Many delusions are 
in fact little more than unalterable or progressive rationalizations 
which persist in the presence of contradictions that are obvious to 
persons sharing the objective data with the patient. If a valued 
delusion is called into question, further rationalization may develop 
in support of it. For example, a frustrated clerk, who happened to 
resemble Calvin Coolidge, believed himself to be President of the 
United States and a man of unlimited authority. He always insisted 
that he had built the hospital, including the wing in which he was 
confined. When asked by a jeering patient why he did not leave, 
he declared that he had not included a door to the wing in his 
building plans. This rationalization he added habitually thereafter 
to his claim of having built the hospital. 

Hypochondriacal and chronically fatigued persons often use their 
apparent incapacity as a rationalization for failure in realizing their 
ambitions or in coming up to the expectations of those dose to 
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them. This function can be a serious complicating factor in re- 
sistance to therapy. Hysterical patients present us with some strik- 
ing examples of rationalization dramatized. Their disabilities are 
in this respect often as clearly symbolic as Indian sign language 
and as communicative as speech. 


Projection 


Projecting is an habitual adjustive technique which reduces the 
tensions of need and anxiety by attributing one’s own character- 
istics, intentions, motives, thoughts or attitudes to others. The per- 
son projecting, the projector, may simply assume without valid 
supporting evidence that others are as he is (assimilative projec- 
tion). For example, it was found in an experimental study that the 
generosity which eight-year-old normal children attributed to 
others, without valid supporting evidence, correlated positively and 
significantly with their own degree of generosity as measured in the 
test situation.!® The person projecting may, on the other hand, 
attribute unjustifiably to others that which is actually his own and 
at the same time disclaim it for himself, either directly or by impli- 
cation (disowning projection). For example, the business man who 
has shown unquestionable incompetence in a particular judgment 
is very apt to accuse his subordinates, some other department or 
service, or a governmental agency of incompetence. Whether or 
not his accusation turns out to have been substantially correct, if he 
makes it at the time because of his own anxiety over loss of pres- 
tige, position or self-respect, and without actual knowledge that 
those he accuses are responsible for his failure, it is disowning pro- 
jection and as such closely akin to delusional developments. 

Assimilative projection. I njeveryday life this is usually 
d mn an extension of the basic assumption that other ppnpl*. ifV ... 
ou rselves, an assumption without which human snnipty f»nii1^ ^Q.-/^i y 
operate^ During infancy and childhood we are indeed molded 
mto biosocial conformity with those around us. We learn to act 
and to speak in the patterns of our particular family culture, to 
have the family attitudes and think the family thoughts. These 
become for each of us the right and natural ways of living, the ones 
that we take for granted must be shared by everyone. When a rhild 
runs into inarked divergences from his family attitudes and family 
ways amoiig his playmates, his immediate reaction is likely to be 


“B. Wright, “Al^m in children and the perceived conduct of odiers” 
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one of bewilderment and incredulity and even of contempt Col- 
lege freshmen who are for the first time away from home show 
similar perplexity and disbelief concerning attitudes that are new 
and strange to them. It is the usual thing to expect others to be 
normal like oneself, and therefore to have the same fundamental 
attitudes and thoughts, the same motives, intentions and character- 
istics. One finds such kindred spirits easily and comfortingly pre- 
dictable. One adapts to them without the effort of having to learn 
new and strange perspectives, and without the discomfort of trying 
to enter into and share these unfamiliar points of view. 

The less practiced a person is in the social techniques of sharing 
the perspectives of others, the less opportunity he will have of find- 
ing out how different from himself other ordinary people can be. 
The less his opportunities for finding out and sharing in such indi- 
vidual differences, the more likely is he to extend assimilative pro- 
jection farther than the actual conditions warrant. Inexperienced 
normal children and adults, who for any reason have been unable 
to develop adequate role-taking skills, are particularly apt to im- 
agine that their ways are the ways of everyone else. Under condi- 
tions of unusual personal stress and strain a very common form of 
dehision may arise from this matrix of unwarranted assumption, 
the belief that everybody understands one’s situation and knows 
about ones deeds and thoughts. The clinician in his initial consul- 
tation with such a patient may be baffled by the repeated assertion, 
“You know all about it; there’s no need for me to say anything.” 
One meets also depressed persons in later maturity who insist that 
everyone else feels as they do, the passers-by are sad and hopeless 
— they know what is happening — the whole world is disintegra tin g 
and growing lifeless. Correspondingly optimistic assimilative pro- 
jection occurs in manic excitements and in schizophrenic ecstasy. 

The assumption that animals, plants and inanimate objects or 
substances may have human attributes seems to occur normally in 
all cultures. In childhood, we are all helped in acquiring these 
techniques of assimilative projection by our innumerable animistic 
and anthropomorphic children’s stories, pictures,, plays and verses. 
We learn to ascribe human virtue and vice, human attitudes, mo- 
tives and intent to animals and plants, to wind and weather, to 
the sea and the shore, to mountains, valleys, plains and desert, to 
fields and pastures, lakes and running water, to trains, ships and 
airplanes, to every kind of machine, toy and tool, and even to use- 
less and meaningless things. No matter how sophisticated we be- 
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come as adults, we never quite abandon these ways of regarding 
things. We feel more at home with dogs, cats and horses if we 
can ascribe human attributes to them. It is comforting to be able 
to look with affection upon a friendly old house or an automobile 
that has served us well. A man alone among mountains' may feel 
less lonely if he can endow them with man-like or god-like at- 
tributes. Even though they seem awesome and omniscient, they 
can at least be thought of as reacting in ways the lone man under- 
stands. Such animistic projection is one source of the many strange 
ascriptions of power and influence to objects which one encounters 
in schizophrenia, in some depressions and among the compulsive 
disorders. 

Disowning projection. This usually occurs in relation to the 
socially forbidden or the socially disdained. Normally as well as 
abnormally, one tends to attribute selfish motives, evil intent and 
stupid attitudes to others and to disclaim them for oneself, even 
though objectively the reverse of this may seem true to an impartial 
observer. Disowning projection grows' out of simple childhood 
techniques of escaping punishment or the loss of prestige and affec- 
tion. An accused small child, who has been a partner in joint 
wrongdoing, is very apt to deny his own complicity but not his 
partners guilt. If he has been the lone offender, he may when 
accused try to implicate another child and clear himself. Indeed, 
he sometimes succeeds in persuading himself that he is innocent 
when his elders remain still unconvinced. A child accused by a 
playmate of some act, attitude, motive or characteristic which his 
peers condemn or ridicule commonly denies it and immediately 
ascribes it to his accuser -“I am not! You are!” -or shifts the ac- 
cusation at once to a scapegoat whom everyone dislikes. 

These noimal childhood techniques seem shockingly immoral to 
many parents, who have long since abandoned them for subtler 
methods. But the average adult still uses direct denial and counter- 
accusation when he is surprised into it, and when he is frightened 
or angry. When a person is normally on guard and neither angry 
nor frightened, his denials, counteraccusations and scapegoating 
are carried out by indirect techniques - by implication, by stress- 
ing opposite trends, by distracting others, etc. -which frequently 
throw him, as well as his listeners, off the scent.^® Both direct and 
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indirect disowning projection may, under unusual personal stress 
and stoain, lead the asocial person who is unskilled in role-taldng 
techniques into delusional and hallucinatory behavior. 

Disowning projection is most likely to develop into behavior 
pathology when criticisms and accusations persist in coming from 
one’s own self-reactions, from what the public calls “conscience” 
and superego. Suppose that the comments, gestures and looks of 
others have made an asocial individual reaction-sensitive in rela- 
tion to some inadequacy, guilt or inferiority of which he is ashamed 
or afraid. If now he broods over it, silently and alone, the reaction- 
sensitivity may grow progressive until his tensions become intol- 
erable. 'nie important point here is that it matters little whether 
or not his fear or shame is justified, whether or not he actually 
deviates significantly from the normal range in anything but his 
sensitiveness and lack of skill in role-taking. It matters still less 
whether or not the reactions of other persons were actually directed 
at him or had the significance his sensitiveness gave th^m , What 
does count is that for some reason he is reaction-sensitive, he lacks 
the role-taking skills that would enable him to be more detached 
about others and himself, and he utilizes preoccupation instead of 
discussion and socially valid checking. If, under these circum- 
stances, the patient reacts to the self-reactions that accuse him as 
though they were the voice of someone else, we say he is halluci- 
nating. If instead he reacts to the accusing self-reactions as if 
they were part of a plan or plot directed against him by others, 
we say his behavior is delusional Both are examples of disowning 
projection. 

Delusional and hallucinatory behavior is not always self -accusa- 
tory and self -critical. Many patients, especially among schizo- 
phrenic and paranoic persons, succeed in providing themselves with 
chronic praise and comfort by cultivating those self -reactions which 
praise and comfort them, and by reacting to their own behavior as 
if it were the behavior of others. They grow reaction-sensitive to 
acts that can be interpreted as deference and worship in others. 
“Everybody stands back when I walk down the street,” or “They 
smile and nod to me as if they were telling me all is well," or 
all saying ‘Collins is king,’ ” or “They say I am the Blessed 
Virgin. This is disowning projection because the patient disavows 
the reactions; indeed, particularly in schizophrenia, he may be sur- 
prised and bewildered by the acclamations, the deference and the 
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worship which he attributes to the reactions of others. We must 
realize that such developments arise because of need or anxiety, 
take the form of delusions and hallucinations because of the pa- 
tients inadequacy in social techniques, and persist because they 
work or simply because they are long-practiced. The importance 
of prevention, early diagnosis and competent therapy is self- 
evident. 


Escape Techniques 

The defense techniques which we have been discussing are for 
the most part adient and aggressive. If a person is neglected, he 
goes after attention, if he lacks attributes, he takes over those of 
others, and if he is blocked he changes his tack or pursues another 
goal. If he fails, he makes it appear to himself and others that it 
was not actual failure. If, finally, he stands self-accused of misdeed, 
inadequacy or inferiority, he may accuse others, attribute the ac- 
cusations to false detractors and provide himself with comforters 
and sycophants in his own self-reactions, while disowning them as 
his. When we come to the escape techniques we find reactions 
which are predominantly avoidant or passive. They tend to insu- 
late a person from the demands and threats of others or make him 
unable to cooperate. He abandons unsuccessful mature reactions 
for immature behavior that once was successful but is now no 
longer adequate and appropriate. He avoids tension by rendering 
himself unable to react in ways or in situations that arouse it. He 
escapes from diflSculty by restricting his reactions to more or less 
stereotyped daydreaming, in which he can play with problems of 
his own choice, instead of having to work with problems forced 
upon him. 

Insulation 

Insulating is an habitual adjustive technique which reduces the 
tensions of need and anxiety by rendering a person or his reactions 
relatively inaccessible to the behavior of others. In its simpler 
forms, iMulating is little more than an extension of the shrinldng 
and hiding reactions normally found in frightened animals and 
children who cannot run away. The shy, timid, bashful rhilH fe an 
anxious child, one schooled in fear, or at least unschooled in social 
experiment and carefree exploration. The advent of strangers 
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threatens his tenuous security; strange places take from under his 
feet the familiar pound he needs. Because such a child remains 
relatively unpracticed in the ordinary techniques of social approadi 
and social participation, he is unlikely to succeed and find satisfac- 
tion in free cooperative and competitive play or work. New human 
contacts and new surroundings, instead of adding new need-satis- 
fac^on sequences that accelerate his social maturity, only bring the 
solitary child more frustration and anxiety. After he reaches the 
limits of simple withdrawal as an adjustive technique, he is likely 
to develop special methods of avoiding or deadening the impact of 
others’ behavior by insulating himself. 

One way of avoiding participating behavior, if it arouses intol- 
erable tensions or threatens failure and humiliation, is to shun the 
cooppative and competitive situations that demand participation. 
This in childhood means playing and working alone whenever poS' 
sible. Carried into adult life, it means choosing a vocation which 
avoids human contacts as much as possible, or at most permits 
them only in a formal, impersonal manner. It means having hob- 
bies thp are also solitary and detached. We are all familiar with 
the quiet, reserved, distant individual who stiffens at the friendly 
approach of another and shies away like a highstrung horse. Every 
clinician meets the apparently self-suflicient, cold, haughty adoles- 
cent or adult who complains bitterly in private of intense self-reac- 
tions of inadequacy, guilt, loneliness and tension. That such be- 
havior is usually sustained by tension, and not by satisfaction with 
oneself, is obvious to anyone who has observed the effect of a social 
cocktail or two upon an apparently indifferent, superior adult. Ex- 
treme fear and great fatigue can have similar effects, the habitually 
taciturn individual letting loose an unexpected flood of personal 
confidences which characteristically disappear as the fatigue or 
fear is overcome. 

The hazards of habitual insulation are many and serious. We 
have seen that normal effective role-taking skills depend upon 
adequate practice, and that without them a person cannot develop 
and cannot maintain socially valid behavior, overt or covert Be 
the origins of insulating what they may, its practice lessens an indi- 
vidual’s opportunities for becoming and remaining socialized, for 
learning to share perspectives as well as confidences, for validating 
what he thinks and believes in objective terms, and for learning 
how to turn to others when distressed and bewildered. A 
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product is the asocial, sedusive, “shut-in” person who seems to be 
surrounded by a wall and a moat, with a drawbridge that goes up 
Ae moment anyone comes close. These we shall sometimes meet 
in the fatigue syndromes, in hypochondria and in compulsions, but 
more frequently and much more dramatically among hysterical, 
paranoid and schizophrenic persons. 

Negativjsm 

Negativism is an habitual adjustive technique which reduces the 
tensions of need and anxiety by providing reactions opposed to 
those demanded by a situation, thus making participation impos- 
sible. Negativism is a more aggressive avoidance than insulating. 
It is closely related to “the sulks” and frequently culminates in a 
temper outburst. In childhood, negativism ranges from simple sit- 
down strikes to the diametric disobedience that so often exasper- 
ates mothers during a child’s so-called “age-of-resistance.” It seems 
to begin with the infants persistent attempts to continue what he 
has been doing in spite of restraint and interference. This easily 
develops into the practice of attempting whatever is forbidden. As 
in breath-holding, temper tantrums and playing sick, if negativistic 
reactions wring favors and promises from a parent, or if they 
merely irritate or excite the parent, they are likely to persist and 
become an established mode of gaining privileges, satisfaction and 
entertainment. 

It is easy to understand the persistence of negativism in the chil- 
dren of domineering, of strict and of chronically denying and pun- 
ishing parents. The frustration and the tense anxieties that such 
handling brings to a child make some release imperative. The child 
gains nothing by fighting back, but his passive resistance can be- 
come a powerful weapon of revenge and an adequate tension- 
reducing technique as well. It is more likely to arouse guilt and 
anxiety in the parent than is fighting back, because it requires the 
parent to go to more extreme measures or give up the struggle. 
Some children give overt obedience but treasure secretly a covert 
opposition in opinion and plan, and find their satisfactions in de- 
feating their parents’ hopes even though this means losing other 
advantages for themselves. 

In normal adolescence, as we have seen, the increase in biosocial 
needs often outstrips the opportunities one finds for satisfactions. 
Anxieties are many. Negativism as a tension-reducing technique is 
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especially obvious in the readiness for argument and contradiction 
on any topic so common among adolescents. So also is the sullen 
refusal to comply with home regulations which seem reasonable 
and just to adults and have never been questioned before. There 
is relief in such resistance, annoying though it may be to parents 
and teachers. There is the same kind of satisfaction in it that a 
small child gets out of thwarting an adult. If negativism is a pre- 
ferred adjustive technique in childhood, it will tend, as in the case 
of the other adjustive techniques, to remain prominent throughout 
adulthood. One finds many adults who react habitually to authority 
with a combination of resentment and obsequiousness which is 
closely patterned upon childhood negativism and fear. To many 
adults, agreeing is complying, complying is obeying, and obeying 
means subservience, inferiority and the" insecurity of their child- 
hood. To oppose, to disagree, to resist the assertions of superiors 
and competitors then means to be strong and secure. Thus, nega- 
tivism persists as an escape from the threatening shadows of a 
man’s anxious childhood. 

Nowhere among the behavior disorders is negativism more im- 
pressive than in schizophrenia, where it frequently appears in 
obvious symbolic form. Its full significance can naturally be under- 
stood only if the individual patient is understood, and even then 
not always, since what starts out as a clear symbol may degenerate 
into a meaningless abbreviation with the passage of time. Nega- 
tivism in schizophrenia may signify, of course, simple non-cooper- 
ation, a last-ditch protest against being pushed around by relatives, 
medical attendants or fantasied persons and influences. It may 
represent non-submission to imagined persecution and threat, or 
non-acquiescence in evil, or simply indicate that the patient does 
not belong or go along with those around him. Similar symboliza- 
tion is found in certain middle-life depressions with aversion and 
resentment. Negativism also develops in cases of brain damage and 
deterioration, sometimes on the basis of relative cerebral incompe- 
tence. In the elderly, however, negativism is usually not a cerebral 
sign but a direct protest against the curtailment of freedom and 
reduction in satisfaction wldch our culture imposes upon old age. 
We shall discuss this further in Chapter 17. 

Regression 

Regressing is an habitual adjustive technique which reduces the 
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tendons of need and anxiety by reverting to ways or objects which 
during earlier phases of one's development were accepted as ade- 
quate and appropriate, but which have since been replaced by 
other ways or other objects considered biosocially more adequate 
and appropriate to one’s present level of maturity. Reversion to 
older ways we call habit regression, and reversion to older objects 
we call object regression.^'’ The older ways are often easier than 
newer ways, particularly if they have ever been fixed as behavior 
patterns by long use or by their relationship to some important 
em^onal satisfaction {habit fixation). Likewise, older objects with 
which a person has had long or intimate familiarity, and especially 
those which at one time aroused strongly emotional adient reac- 
tions, are apt to be more rewarding than newer objects {object 
fixation). The old tarnish seems warmer than the new glitter. 

Some of the most clear-cut examples of regressive tactics can be 
found in sibling rivalry which we discussed in Chapter 2, The 
older of two children, whose loss of importance and parental affec- 
tion has left him unsatisfied and insecure, falls back on infantile 
behavior of a kind that once brought him direct maternal sympathy 
and care. The younger child, when he is teased or frightened by 
his older sibling, may also revert to more infantile reactions which 
he had abandoned, such as crying and screaming, even though the 
parent from whom he could once have expected help is a hundred 
miles away or dead. Object regression is frequently the outcome of 
failure, frustration, disappointment or anxiety in relation to some 
new object.^® Children who experience serious difficulties in co- 
operative play with neighborhood peers sometimes return to soli- 
tary play with toys they had given up and revert to a strong mother 
attachment against which they may have earlier rebelled. Indeed, 
persons in whom early patterns of adjustive reactions have been 
highly developed through overlong practice (habit fixation), and 
persons encouraged or permitted to develop unusually strong at- 
tac^ents to persons and objects at a childhood level of behavior 
(object fixation), are at any age more likely than the average to 
regress to them when other techniques become too difficult, or 
other objects and persons fail to comfort and reward tiiem. 


V J*/ Objective Studies of Psychoanalytic Concepts. New 

Science Research Council, 1943, BuU. No. pp. 76-104 
_ R. Barker, T. Dem^ and K. Lewin, ‘Trustration and regression: an ex- 
jgOTiMnt with young children,” Vnto. Iowa Stud. Child Welfare, 1941, vol. 18, 
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In M all too common regressive solution, when marriage proves 
unsatisfying and sex relationships arouse anxiety, the man or woman 
returns to the parental home and reverts to the once abandoned but 
long successful techniques of filial dependence and a£Fection. A sim- 
ilar retreat often terminates what might have been a business or a 
college career, if a career means leaving home. The dependent so- 
cially immature young man or woman finds that the familiar com- 
forts and protective warmth of home have been exchanged for unfa- 
miliar, often drab discomfort and the cold appraisal of competitive 
contemporaries. Complaints, failures and mistakes are greeted 
with disapproval and derision instead of sympathy and reassurance. 
The homesick person grows lonely, discouraged and sad un til, 
finally, he gives up the struggle and returns to the welcoming arms 
of his parents. 

Even the most adequate, socially mature adult may regress when 
he is ill or injured and bedridden. Illness and injury force one into 
a comparatively childlike dependence upon others which calls out 
childlike attitudes with their appropriate responses. As long as 
a patient is quite helpless, he is likely to be obedient and 
grateful. However, during convalescence and returning strength 
the burden of frustrated need is more apt to precipitate frettfag, 
whining and little temper tantrums. If convalescence seems unduly 
prolonged, one must always consider the possibility that the patient 
is deriving unusual satisfaction from his dependent status or that 
the alternative of a return to work seems threatening. The danger 
in either case is that of chronic invalidism. Regressive behavior is 
such a common reaction to frustration and threat that we gball 
meet it again in almost all of the behavior disorders. 

Repression 

Repressing is an habitual adjustive technique which reduces the 
tensions of need and anxiety by preventing the occurrence of a 
tension-provoking reaction or by inhibiting its development, in the 
presence of previously adequate stimulation. Repression is nftif-baf 
a conscious nor an unconscious force. It is simply the name we 
give to behavior — called out recurrently in certain situations — 
whose effect is to cancel, alter or deflect an impending or a devel- 
oping reaction. It is essential that we adopt from the start a natu- 
ralistic, matter-of-fact attitude toward repression, and tbat we 
maintain it throughout our discussion of the behavior disorders. 
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Otherwise we shall almost certainly fall back upon the old con- 
fusing reifications which are responsible for the popular interpre- 
tation of repression as the outcome of a psychic struggle between 
holy and unholy spirits within us. 

Repression is, of course, a form of exclusion comparable with 
that which we discussed in relation to behavior organization. We 
said in Chapter 3 that precise and smoothly operating learned 
sequences depend just as much upon what is excluded, in the way 
of competing movements and responses to distracting stimulation, 
as they do upon what is included. The same is true of organized 
recall; the adequacy of recall depends upon exclusion as well as 
upon inclusion. We are all familiar with the circumstantial racon- 
teur whose inability to leave out the irrelevant or partly relevant 
detail leads him again and again to lose track of what he started 
out to say. He has not mastered the techniques of exclusion suf- 
ficiently to produce, smooth-running sequential recall. Repression 
is one of the techniques of exclusion involved in both manual pre- 
cision and skilled recall. 

Repression, like other forms of reaction exclusion, may begin as 
deliberate control which requires the same special attention that 
any new learning requires. We have seen that, in manipulatoiy^ 
skill, the exclusion of competing movements and of responses to 
distracting stimulation tends with practice to become more and 
more automatic, until eventually no trace of them is discernible in 
behavior. If, however, the skilled person suffers an emotional up- 
heaval, the habitually excluded interfering responses may reappear 
in his behavior to disrupt his performance. The same return of the 
excluded occurs if the skilled person lowers the physiological com- 
petence of his brain, as an integrative organ, by drinking alcohol 
or taking sedatives in suflScient quantities. 

Repression as an habitual adjustive technique shows similar char- 
acteristics. With practice it, too, may become more and more auto- 
matic and it, too, may become inadequate as an incidental result 
of emotional upheavals, intoxication or sedation - as well as during 
periods of reduced social control, in daydreaming, sleep, hypnosis 
and free association. In other words, when behavior for any reason 
pows generally disorganized, the relative prepotency of reactions 
in a skilled technique may be reduced to a point where the old 
competing or ambivalent responses can again be aroused by the 
situation. This is what is sometimes called the return of the re- 
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pressed. As Sears has pointed out, the likelihood of recurrence 
seems to be a function of the original habit-strength or “fixation” 
of the repressed reaction. 

A great many of our potentially serious early conflicts apparently 
disappear in much the same way that competing movements disap- 
pear wiA developing manual precision. As we grow more and 
more skilled in specific areas of self-control,^® one of two competing 
reactions in a conflict drops away and is eliminated from our cur- 
rent repertory of behavior. In this kind of solution the settled con- 
flict is in the same category as the skilled act. It is plain that neither 
i& the thoroughly learned act of skill nor in the thoroughly settled 
conflict do we need to regard the interferences that have been 
overcome, and the alternatives that have been discarded, as re- 
pressed “dynamic” charges which continue to lurk malevolently in 
a person’s unconscious psyche. In acts of skill and settled conflict a 
newly learned sequence simply replaces or supersedes the earlier, 
less well-organized pattern of behavior and, with practice it be- 
comes established as the immediate reaction in a given kind of 
situation. 

But if repressing as an adjustive technique is credited with re- 
ducing the tensions of need and anxiety, why is it so widely indicted 
for leading us into trouble? The answer seems to be that repression 
is so often inadequate. To be adequate and result in normally ad- 
justive behavior, repression (a) must he reasonably complete, (b) 
must not entail a disproportionate expenditure of time and ^ort, 
and (c) must lead neither to severe impoverishment nor to severe 
distortions of one’s biosocial behavior organization. These obvi- 
ously are all relative criteria which stand in need of stricter, quan- 
titative formulation before they can be usefully applied to obscure 
and border-line maladaptations. However, for our present purposes 
— for the delineation of repressive reactions in definite behavior 
disorder — we shall find rough, qualitative criteria actually more 
adequate and less deceiving than the pseudo-quantification to 
which, because of the paucity of dependable data in current psycho- 
pathology, we might otherwise be tempted to resort. 

^ Objective Studies of PsychoamlyHc Concepts, New 

York: Social Science Research Council, 1943, Bull. No. 51, pp. 105-120* S 
Rosenzweig, “An experimental study of ‘repression’ with special reference to 
need-persistive and ego-defensive reactions to frustration,’’ Jour. Exp. Psuchol 
1943, vol. 32, pp. 64-74. r » •> 

20 For a more detailed discussion of self-control as biosocial behavior see 
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(a) Complete and incomplete repression. By complete repres- 
sion we mean simply that an otherwise adequate stimulating 
situation fails to elicit a reaction which is known to have been 
previously called out by it in a given person. Such repressing can 
often be distinguished from ordinary forgetting by the demonstra- 
tion that, i£ distraction or general relaxation is introduced, the 
reaction will partially or wholly reappear without retraining or 
prompting. We assume that in active repression there appears at 
the moment of stimulation a tendency both to react and not to 
react in a certain way. If this assumption is correct, then complete 
repression indicates that the active inhibition is sufiRcient, as well 
as prompt enough, to prevent any significant development of the 
tendency to react. We shall meet with instances of extreme repres- 
sion in the behavior disorders. In hysterical inactivation, for ex- 
ample, the patient in repressing an activity succeeds in losing 
completely his ability to react in certain ways or to certain situ- 
ations; when he represses recall of something from the past, he may 
lose even the recall of who he is. Hysterical inactivation, as over- 
complete repression, can often be set aside temporarily in the in- 
terest of diagnose or therapy by the use of relaxation and distrac- 
tion, with or without narcosis and hypnosis. In paranoid and 
schizophrenic disorders, one sometimes finds repression as com- 
plete as this in the service of delusional and hallucinatory develop- 
ments, and in such phenomena as blocking and thought-deprivation. 
The signs of incomplete repression are countless. We see normal 
examples of these in disturbances of steadiness, strength and co- 
ordinatioi^ in gestures and mannerisms, in blanching and blushing, 
in odd or inappropriate comments, in slips of the tongue or pen, and' 
in selective forgetting. Of course matters are frequently compli- 
cated by emotional displacement, the signs of incomplete repression 
resulting only because of a persistent emotional attitude. The 
initiation of this emotional attitude, as we pointed out in Chapter 
3, may be logically unrelated to the immediate situation in which 
the signs appear, and belong, instead, to a strongly emotional reac- 
tion related to a situation that has passed and apparently been 
forgotten. 

Incomplete repression is also a common source of behavior 
pathology. When inhibition is slow to appear or inadequate, a 
reaction tendency may develop considerable neuromuscular ten- 
sion before it is headed oflF. If this tension persists, but the reaction 



BASIC ADJUSTIVE TEOfNIQUES 179 

is prevented from going on to completion, we have behavior which 
is typical of the conflict situations discussed in Chapter 5. As we 
saw there, such tension may reach alarming dimensions, or become 
chronic and pervasive, without the person s being able in the least 
to identify the origin or even to recognize the fact of his conflict. 
The conflict, we say popularly, is "unconscious'^ or more accurately, 
it is inaccessible to the person's self-reactions.^^ The effects of in- 
complete repression vary greatly in the degree to which they are 
accessible. At one extreme, they may be fully accessible to a per- 
son's self-reactions, with or without his recognition of their sig- 
nificance. At the other extreme, they may be noticed and suspected 
as possible symptoms only by an expert who is seeking an explana- 
tion for a patient s behavior. 

Incomplete repression, often with emotional displacement, is 
characteristic of many phobias. The phobia acquires a specific 
anxiety excitant which the patient can designate and freely discuss; 
but this excitant is actually a derived, a substituted or a merely 
incidental one, and the original one cannot be recalled. In other 
words, the origin of the anxiety reaction has been repressed, but 
not the reaction itself. Incomplete repression is also prominent in 
compulsive disorders. Compulsive rituals, for example, frequently 
begin as attempts at preventing the appearance or inhibiting the 
development of anxiety-producing reactions. Hysterical autonomy 
is the result of incomplete repression. In the hysterical tremor, 
cramp and tic, everything is repressed in relation to an anxiety^ 
producing situation, excepting the recurrent fragmentary move- 
ment. In hysterical seizure, which is a pseudo-convulsion with 
role-taking characteristics, the repression is complete most of the 
time, but during the attack phases it is as a rule entirely absent. 
The incompleteness of repression is often an important factor in 
the disorganization of behavior that is characteristic of schizo- 
phrenic disorders. 

(b) Time and effort in repression. Repressing is part of reacting, 
and as behavior it may involve considerable expenditures of time 
and effort. If a reaction tendency is repressed promptly and effec- 
tively, before it has developed into an ongoing act, the repressing 
may be no more effortful or wasteful than the automatic control 
that antagonistic muscles exert in any coordinated movement. If, 

21 For discussion of the origin and character of self-reactions, see Chapter 
4, and for their relationship to inaccessible conflict, see Chapter 5. 
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on the other hand, repression is late in developing or in<!iifflfn‘<.p t 
^he total eflFort expended in the abortive reaction and its repression 
may be very considerable, and lead to fatigue and a noticeable 
reduction in the person’s effectiveness as a biosocial organism. A 
large expenditure of time and effort may be necessitated, for ex- 
ample, in repressing hostile or salacious fantasying which is in 
itself of no value to the individual. This state of affairs one finds in 
many cases of chronic anxiety, in seclusive persons who rntT ipIg in 
of chronic fatigue, and in those who resort to compulsive ritual for 
penitence or protection from the possible evil consequences of 
their thoughts. In the end, the tensions developing out of incom- 
plete repression may far exceed those which the repressing started 
out to overcome. The anxious tense person may grow abnormally 
reaction-sensitive to sound, to light, to his own dreams and day- 
dreams, to the presence of others and his own isolation, to the 
possibility of insanity and to his own relative incompetence. The 
results of repression are then far worse than those which might 
have come from what was originally repressed. 

(c) Repressive impoverishment and distortion. There are ex- 
tremists in the practice of repression just as there are in dieting. 
Repressing becomes habitual and therefore sometimes an end in 
itself. It generalizes to equivalent activities, inevitably including 
much that is logically irrelevant, and comes to a new equilibrium 
only after the individual practicing it has suffered serious de- 
ficiencies and distortions in his personality organization. This is 
what we see in so-called over inhibited” persons, whose restricted 
range of social behavior makes them seem limited, unattractive and 
often forbidding to others. Landis and Bolles have described mod- 
erate restrictive repression, without apparent serious personality 
distorton, in chronically handicapped women.®* One finds repres- 
sive impoverishment with little distortion in a great many depressed 
persons and in some self-denying hysterical patients. 

Repressive impoverishment may lead also to distortion, for the 
simple reason that what an individual excludes from his activities 
may very well be something essential to a well-balanced social per- 
sonality. Should repression, for example, prove inadequate under 
conditions of normal social stimulation, but adequate when a per- 
son remains in seclusion, he may learn to cultivate a seclusive mode 


M. Bolles, Persona% and Sexuality of the PhysicaUu 
Handicapped Woman (New York: Hoeber, 1942), pp. 84-85. ^ ^ 
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of life as his escape. However, seclusion for a man or woman with 
serious personal conflicts, such as this technique implies, is likely 
to encourage solutions that would prove socially invalid if they 
were ever put to the test. Since social validation cannot be carried 
out in solitude, the seclusive person runs the risk of growing pro- 
gressively eccentric as his asocial solutions lead him away from 
the accepted paths. This is often the situation in seclusive persons 
with hypochondriacal disorders, fatigue syndromes, and paranoid 
and schizophrenic illnesses. 

A paradoxical distortion develops in many sex deviants on the 
basis of repressive impoverishment. Earlier in life they apparently 
adopt a temporary social taboo, against adult sexuality for example, 
as their own permanent individual taboo. This leaves them only a 
choice between no sexuality or forbidden sexuality, and so they 
often end up by restricting their reactions to what is taboo for 
adults and run the risk of drastic social punishment. 


Fantasy 

Fantasying is an habitual adjustive technique which reduces the 
tensions of need and anxiety by restricting behavior to more or less 
stereotyped daydreams. The precursors of organized fantasy are 
easy to recognize in child’s play. Children early in their second 
year are already able to discriminate, in their reactions, between 
genuine and make-believe parental threats.^* As their strength and 
skill increase, children learn to participate more and more actively 
in make-believe play mingled with fantasy, including especially the 
verbal play of fairy tales and bedtime stories. Every normal r>hild 
learns to use otherwise meaningless objects and situations as sym- 
bols or substitutes for persons, animals and social objects in their 
relational contexts, and to react to these play symbols as if they 
were the real thing. This play with objects is a training ground 
for private fantasy without them. A little boy, for example, uses 
and reacts to a piece of wood or paper as though it were a train, a 
ship or an airplane; a little girl, if she has no doll, may use and 
react to a towel as though it were a baby. For the one, sofa 
cushions become docks, stations or airports; for the other, they be- 
come cradles, tables or baby-carriages. Each child, solely through 


ti ®i. children,” in C. Murchison (editor). 

Handbag of Child Psychology. 2d edition (Worcester, Mass.: Clark Uni- 
versity Press, 1933), pp. 374-416. 
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ids at her own reactions to them, has expanded the stimulating 
value of these play objects, which actually are meaningless so far 
as real-life transportation or baby-care are concerned. 

Play always includes talking, if the playing child* can talk, and 
the more adequate language habits become the more completely 
d»ey can substitute for or symbolize other behavior. In fairy tales 
and bedtime stories the whole of play is on a verbal level. The 
child is told a story and in time learns to be able to tell himself the 
same story. He recalls it in verbal terms supplemented, of course, 
by those partial rearousals of the efiFects of non-verbal stimulation 
which were once called “images.” As language habits and other 
social behavior organize his recall and his imaginative play, the 
child becomes gradually capable of developing favorite fantasy 
themes which he can repeat in solitude and enjoy or worry over, 
in the same way that he has learned to enjoy or worry over a fairy 
tale someone else tells him; According to Murphy, most six-year- 
old children have already elaborated their characteristic fantasy 
themes, and these they are likely to express in free drawing or 
painting situations.^* In short, chfl^n move from building castles 
with blocks or snow, in which they supplement their structure with 
verbal and imaginative stimulation, to purely private fantasying in 
wMch they build invisible castles out of the materials of symbolic 
stimulation and reaction. This behavior has infinite potentialities 
for the remainder of a person’s life. 

Fantasy throughout life can be a fruitful source of relaxation and 
entertainment. We all go on telling ourselves fairy tales and bed- 
time stories, recalling the past and envisaging a future, or imagining 
a different present, not necessarily as things actually were or as we 
expect them to be, but simply in the way that satisfies us most. 
Many persons resort almost automatically to a favorite fantasy 
theme whenever they feel bored, lonely, insecure, frustrated or 
neglected. They use fantasying as a child uses thumb-sucking, to 
comfort and relax themselves. Also like thumb-sucking is the com- 
mon use of a stereotyped daydream to induce sleep when one is 
tense. The degree to which a person develops systematic fantasy- 
ing, and the ease with which he resorts to it, will depend upon how 
much practice in it he has had, and upon the extent of his dissatis- 
faction with things as they have been and promise to be. In gen- 

Murphy, Childhood experience,” in J. Hunt ( editor), Personalttu and 
the Behavior Disorders (New York: Ronald Press, 1944), pp. 675-677. 
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eral, any circumstance in childhood or adulthood that sharply limits 
one s opportunities for free overt activity and satisfying social par- 
ticipation is likely to increase one’s practice in and addiction to 
systematic fantasy. Among the common circumstances may be 
mentioned long subjection to restrictive discipline and criticism, 
long exposure to frustration, deprivation and neglect, protracted 
disabling illnesses, the lack of adequate companionship or of satis- 
fying achievement, and the presence of genuine or imagined per- 
sonal defect and failure. 

Fanfysy/can be a strong citadel into which the harassed person 
can withdraw and escape the pressures and encroachments that 
seem to hem him in. Conflict and thwarting may disappear while 
the fantasying lasts, delayed satisfactions may be realized at once 
in symbol, and anxiety may at least for the moment disappear. Such 
escape from the din of social stimulation, into the private and more 
restricted areas of fantasy behavior, give one a period of respite 
and an opportunity for working out a new and perhaps more ade- 
quate plan of meeting the situation which led one to withdraw. 
Indeed, a commonly experienced sequence in fantasy is first the 
escape and the gradual relaxation, and then the beginnings of a 
new perspective, which might have been prevented from develop- 
ing for an indefinite period if the previous tensions had been kept 
up by the full social stimulation. Fantasying in times of stress thus 
has distinctly constructive values, just as the other adjustive tech- 
niques have. 

Fantasy, even as a form of simple escape, can become very dan- 
gerous. If one learns to resort to it the moment life seems dull or 
harsh, or the moment anxiety appears, fantasying may grow first 
difficult and then impossible to resist. It is then a true addiction 
whose potential threat to one’s biosocial integrity is realized in 
more than one form of behavior pathology, but especially in schizo- 
phrenic disorders. Occasionally fantasying becomes highly devel- 
oped and includes a considerable part of one’s biosocial behavior 
repertory. If under these conditions a person acts out his fantasy 
we have the appearance of the so-called secondary trance per- 
sonality, whose most dramatic instances appear in autonomous 
hysteria. Hypochondria and fatigue syndromes are also sometimes 
the products of systematic fantasying which includes complaints of 
sickness and frailty as part of the wall that helps to shut out inter- 
ference with one’s daydreaming by others. 

Fantasy can be a scourge to the anxious and guilty, instead of 
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an adjustive instrument. Children are often trained by an over- 
solicitous or compulsive parent to be always on the lookout for 
potential dangers. They are trained to analyze situations, past and 
present, in terms of possible threats to their own security and to 
the safety of others for whom they might conceivably be re- 
sponsible, Their world of fantasy, dominated by such habitual 
anticipant attitudes, will tend to become a fearsome one in which 
thought sequences are forever moving toward some abyss. It is 
possible that manic excitements may represent a reaction against 
such habitual fantasy; it is certain that anxiety disorders, compul- 
sions and schizophrenic reactions often have such an origin. Habits 
of anxious fantasy are also engendered in the children of punishing 
parents who use rejection as a favorite method of control, or who 
show extreme inconsistency which makes their reactions unpre- 
dictable, Adults as well as children develop habitual anxious fan- 
tasying out of acutely dangerous situations, and out of situations 
of long-standing threat to their security from any direction. 

The influence of guilty and overzealous parents, clergy and teach- 
ers upon children is sometimes that of training them to fantasy 
habitually in terms of guilty conflict. The finger of accusation or 
suspicion is thus mounted in their self-reactions, like a compass 
needle, to point always at them. Some are trained to search com- 
pulsively in the rubble of their past for signs of guilt. The world 
for them is a place of wrongdoing and their fantasy gives them no 
escape. Out of this impasse, as we shall see, develop protective 
and penitential rituals as a means of atonement for the inescapable 
guilt, and depressions in which self-condemnation and self-punish- 
ment predominate. We have already indicated in Chapter 5 the 
importance of fantasied conflicts, and we shall have occasion to go 
further into the relation of guilt, fantasy and behavior pathology 
in several of the chapters which follow. Indeed, as now we pass 
to a consideration of the specific behavior disorders, we shall not 
leave the adjustive techniques behind us as a finished subject We 
shall carry them right on through their pathological functions in 
neuroses and psychoses to their role in contemporary therapeutic 
procedures, * 


ADJUSTIVE TECHNIQUES AND BEHAVIOR DISORDERS 

We have up to now been stressing the tension-reducing effect 
of adjustive techniques, since it is this which accounts for their 
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almost universal presence in our culture. It would be a mistake, 
however, to suppose that tension reduction is the only important 
effect these techniques may have. They are, after all, no more and 
no less than learned reactions, and calling them “dynamisms’^ or 

mechanisms” does not magically endow them with the properties 
of first causes. Adjustive techniques may be acquired and become 
established under any of the conditions common to human learn- 
ing. When they are established they operate like any other learned 
reaction. Therefore they may be developed in a skillful or an awk- 
ward pattern and be used appropriately or inappropriately. They 
may help a person or injure him, solve problems or fail to solve 
them, and even make a situation worse than ever. The study of 
persons who are unskilled in using a given technique, use it inap- 
propriately or cling to its use even when it is obviously bringing 
damage, does not carry us out of the realm of ordinary human be- 
havior and into an extramundane world of psychodynamics. It is 
fundamentally no different from the study of the behavioral misuse 
of a fine razor to sharpen pencils, or of an axe to open a tin can, 
when either is dangerous and may be known to have previously 
caused serious harm. 

We learn our adjustive techniques while we are still very young, 
when our grasp of interpersonal relationships is relatively slight 
and we virtually lack language. As we grow up, these techniques 
become important factors in our developing personality organiza- 
tion and help determine what we do, whom we know and the way 
others treat us. What we do, who our companions are and how 
they behave to us, in turn determine the further development of 
our techniques -to our benefit or our detriment. If, for example, 
we have learned that complaints of sickness or fatigue bring com- 
fort and reward, we may develop this method to such a degree that 
we live a limited life in childhood, associate mainly with adults and 
learn to regard ourselves as invalid or delicate. These self-reactions 
may make us honestly act the role and determine the whole course 
of our life. If, instead, we have early learned to envy everyone 
and trust no one we may find others always distrustful of us, we 
shall have few close friends and no confidants, and our adult life 
will be lived in a fog of misunderstanding and suspicion. The early 
childhood beginnings of these two careers may seem trifling enough, 
but as they progress each brings the person different experiences 
and opportunities which make the paths of personality develop- 
ment diverge more and more. 
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What we shall next consider, as the behavior disorders, are fre- 
quently the end-results of such progressive maladaptation. Be- 
cause their sources appear sometimes to reach back into early 
childhood, it has been said that the etiology of j^uroses and psy- 
choses lies in the life-history of the person. But this could be said 
many cases of organ and tissue disease with equal justice, since 
individual susceptibilities and immunities depend upon growth fac- 
tors, early nutrition, environmental conditions and previous specific 
illnesses. In neuroses and psychoses we must look upon anything 
Aat might influence personality development and behavior organ- 
ization, whether past or present, as a potential source of behavior 
pathology. The immediate worry deserves the same attention from 
diagnostician and therapist as the remote conflict. 



Hypochondriacal Disorders 


THERE ARE in the United States today hun- 
dreds of thousands of men and women who are worrying habitu- 
ally over ailments they have never had, and who will probably end 
up by dying of something they have never feared. Most of them 
prescribe for and treat themselves. Theirs is the well-stocked medi- 
cine cabinet, the vest-pocket tablet, the daily irrigation, the tonic 
and the laxative. They provide the chief support of the patent- 
medicine industry which, with its advertising media, can boast of 
annual receipts running into the millions.^ A relatively small minor- 
ity of these chronic worriers over health continues seeking help for 
their complaints from physicians. But even this minority still makes 
up a sizable percentage of every general practitioner’s clientele, 
helps materially in filling the benches of out-patient clinics where 
the needy are treated, and presents the diagnostic specialist every- 
where with some of his most difficult problems. 

Contrary to popular belief, body overconcem is by no means 
confined to the idle and the well-to-do. It drains also the pocket- 
books of individuals and families in the moderate and low income 
groups. Hence, even if hypochondriacal disorders were solely a 
matter of a reduction in income, they would still constitute a grave 
social problem. But far more serious than the financial waste in- 
volved is the reduction in s ocial eflFectiveness whidTinevitabjy re- 
sults when a person is perpetually concerned over his own healdi. 
Men and women whose symptoms persuade them that they are ill 
or defective are as a rule partially disabled by their own conviction. 
Their belief disqualifies them from entering wholeheartedly into 
things. They drive through life with the hood lifted, watching and 

pp- 
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listening to their machinery, stopping repeatedly to tinker with it 
and discussing their signs and symptoms with anyone who shows 
an interest. 

The hypochondriac suffers a loss in social effectiveness because 
he adopts the role of a sick or disabled person and excludes from 
his behavior whatever seems inconsistent with that role. In time 
his activities and interests usually undergo a progressive limitation 
until they may encompass little more than his own complaints and 
the routine which his care of them imposes upon him. If, as is too 
often the case, the patient harps continually on his signs and symp- 
toms, he is sure to strain the sympathies of his associates and ulti- 
mately to tax their credulity as well. The end-result is that not 
only is a person s social usefulness impaired but he becomes less and 
less welcome among his former friends who grow weary of his 
repetitious complaining. Thus it is that chronic body overconcem, 
^ough it destroys no tissue and is never fatal, may nonetheless 
incapacitate a person and isolate him from his fellows as effectively 
as may chronic pulmonary tuberculosisi 
Hypochondriacal disorders are characterized by habitual preoc- 
cupation with a supposed disease or defect in an organ or body part 
which is actually functioning within normal limits, or by habitually 
exaggerated concern over organs or body parts which are defective 
or diseased. For half a century or more there has been a rather 
pedantic controversy over the question. Is hypochondria an inde- 
pendent disease entity or only a syndrome? This controversy has 
never been settled but there is reason to hope that it has been 
outgrown.2 For we all recognize today that no one of the neu- 
roses meets the criterion of an independent disease entity. Anxiety 
and chronic fatigue characterize many unquestionable compul- 
sive disorders; compulsive trends are often detectable in anxiety 
disorders and hypochondria; fatigue syndromes frequently include 
habitual worry over some normal organ; and one or all of these 
neurotic groups may appear during the development of an in- 
dubitably schizophrenic or depressive illness. No matter what 
system of grouping we select, there will always be this inescapable 
overlap. 

Our diagnostic categories are matters of convenience; if we were 
omniscient and omnipotent we should presumably not need them. 

V ^S. Katzenelbogen, "Hypochondriacal complaints with special reference to 
rsonality and environment,” Amer. Jour, Fsychiat., 1942, vol. 98, pp. 815-823, 



hypochondriacal disorders 189 

Since we are neither omniscient nor omnipotent we attempt to 
^semble the infinitely varied phenomena of behavior pathology 
into groups which we call behavior disorders. In other words, on 
the basis of our professional needs and our experience, we simply 
group those signs and symptoms together which seem to belong 
together, and we then designate each group by some descriptive 
term. What we have defined as hypochondria was at one timp 
named in accordance with the organ most complained about by 
the patient, as gastric neurosis, cardiac neurosis, etc., and later 
these were grouped together as organ newrosisY But such minutely 
descriptive terms burden the student and the clinician with an 
unnecessarily redundant terminology and, what is still more im- 
portant, they imply that the disorder is in the organ, or in its 
psychic representation,” instead, of in the person, thus unwittingly 
falling into the patient’s error.^J 


VARIETIES OF HYPOCHONDRIA 

"Tlie varieties of body overconcern are endless. Almost any 
organ, system, part or function may be unjustifiably accused by 
the patie^^ the gastrointestinal system and its associated gland s, 
the heart and blood-vessels, the respiratory system and the gem’to- 
urinary organs, the head and all that it includes, the neck and 
back, the nervous system^central and peripheral, the arms and 
hands, die legs and feet.^^iseases and disorders of every descrip- 
tion are held to be prerent by one hypochondriacal patient or 
another — cancer, diabetes, kidney or liver disease, tuberculosis, 

e risy, anemia, heart disease, rheumatism or syphilis. ^ 

! a rule not one but several organs, parts or functions are com- 
led about at once.jFor example, here are the symptoms pre- 
sented by a thirty-eighl^ear-old married woman, without prompting 
or suggestion, none of which was of less than ten years’ duration. 
She complained of headaches, frequent and severe, aches in her 
limbs, backaches, poor vision, floating specks before her eyes, sinus 
trouble and post-nasal discharge, intermittent ringing and crackling 
in her ears, poor sleep, dyspnea, palpitation and precordial pain. 

®For a contemporary account of hypochondria in terms of the transfer of 
an hwothetical libido, from “intrapsychic object representations" to some 
specific “intrapsychic organ representation,” sef O. Fenichel, The Psuchoana 
lytic Theory of Neurosis (New York: Norton, 1945), pp. 261-264. 
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She believed that her blood was not circulating freely because her 
arms and legs seemed to “go to sleep” too easily and because she 
felt sluggish. She reported a large appetite but poor digestion, 
much trouble with belching, sour eructations and flatus, constipa- 
tion, and mucus in her stools. There were she said, nocturia, diurnal 
frequency, and dysmenorrhea which always sent her to bed. She 
complained of pains and paresthesias in many parts of her body. 

This patient s work record is typical of a great many hypochon- 
driacd cases. She gave up school at the age of thirteen without 
objection to help her mother around the house. At seventeen she 
was prevailed upon to take a job in a factory, but here she suf- 
fered from headaches, backaches, and pains in the chest and 
abdbmen for which no basis in organ pathology could be found. 
She absented herself from work frequently, and at- the end of two 
years quit her job to return home and help her mother with the 
housework. During the nine years following her return home, she 
developed an intensive interest in her symptoms and established for 
herself a routine of daily medication, colonic irrigation, rest and 
avoidance of strain. At twenty-eight she married. She disliked sex 
relations but was satisfied with routine housework. She had many 
acquaintances but no hobbies or interests, outside of keeping house 
and caring for her health. Her attitude toward her situation can 
best be described as one of satisfied resignation, without evidence 
of^ discouragement or unhappiness. She stuck doggedly to the 
reiteration of all her symptoms, in spite of the uniformly negative 
reports from extensive medical and surgical examinations and clin- 
ical laboratory studies and declined to consider any possible alter- 
natives to her ovm preconceived interpretations. It was clear that 
body overconcem and body care had become essential sources of 
need-satisfaction to her. 


Neither medical ignorance nor medical erudition is of itself suf- 
ficient to protect one from body overconcern. Laymen are not 
infrequently preoccupied and even terrified by diseases which 
have never existed excepting in folklore, and by supposed anatom- 
ical or physiological changes that are quite impossible.^ Medical 
students, nurses and physicians are protected from folklore and the 

? ’ hpossible by their superior knowledge of the human body, its 
hysiology and pathology. On the other hand, they become ac- 


D * “4 L “False concepts of diseases," Amer. Jour. 

Psychiat,, 1935, vol. 92, pp. 655-674. 
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quainted with hundreds of dangerous possibilities unknown to 
the average layman. The end-result is that medical personnel and 
particularly the medical student, who must master the processes 
of disease and death long before he learns about treatment and re- 
covery, are fully as vulnerable to hypochondriacal worry as the' 
most uninformed layman. In both it is the personal history and 
the existing status of need-satisfaction and security-insecurity that 
determine the outcome. 

Q|^trointestinal complaints 

^Although any of the viscera can become the focus of hypochon-*" 
driacal concern, people worry most easily over functions they kpow 
about, or. think they know about, and tend to implicate organs 
which are accessible to observation, evaluation, discussion and con- 
trol. No functions and no viscera can surpass the gastrointestinal 
in Hiese respects. Everyone learns very early in life to react directly 
and specifically to what he eats and what he eliminates. Everyone 
is trained to expect praise and acceptance for eating and eliminat- 
ing in accordance with his elders’ wishes, and to share their con- 
cern over deviations from the norms which his parents set up for 
him in relation to intake, digestion and residue. Since children 
acquire these habits in shared situations, usually with a parent, they 
learn at the same time gestural and verbal language habits by 
means of which they are able to indicate to others as well as to 
themselves the location, character, possible efiFects and probable 
remedies for their complaints. The goodness and badness which 
small children learn about, during their early training in visceral 
ethics, become the behavioral basis for many hypochondriacal 
habits later on j 

There can be no doubt that some behavior pathologists attempt 
to account for the relatively high incidence of stomach and bowel 
complaints by more elaborate and romantic hypotheses thap vvg 
shall present here. Indeed, a glance through the contemporary 
literature reveals that logical descriptions of gastro intestinal symp- 
toms in terms of occult and psychic symbolism s till abound.® But 
from a biosocial point of view the indisputable advantages which 
gastrointestinal functions have over other functions - anatomical 
accessibility, daily routine need-satisfaction sequences, quids and 
easy alteration, and wide cultural acceptance as a topic of free dis- 

® Some of these wffl be found summarized in O. Fenichel, The Peuchoan- 
alytk: Theory of Neurosis (New York: Norton, 1945), |^. 245-246. 
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cussion — coupled with their de^ involvement in emotional reac- 
tums of many kinds, provide a sufficient background to account 
for their heading the list of body overconcem.* These biosocial ad- 
vantages, which stomach and bowels enjoy in the individual’s self- 
reactions, in turn make possible the rich cultural symbolism that 
1^ grown up around digestion and elimination. They make pos- 
sible the early lessons in ethical evaluation of eating and eliminat- 
ing, as praiseworthy or inacceptable, the childhood training in self- 
observation and verbal formulation of intake and residue, the high 
esteem in which conventional intake and residue are publicly held, 
and indirectly even the communal mealtime gatherings which no 
other visceral function shares in our society. 

The symptomatology in gastrointestinal over^ncem is at least 
as rich and varied as that in gastrointestinal disease, and since in 
either there may be disturbances of digestion and elimination, the 
distmction between them can be made with certainty only by 
clinicians who are equipped by training and experience to recog- 
nize both. The commoner complaints are reflected with fair accu- 
racy in current patent medicine advertisements of antacids, cbola- 
gogues and laxatives. We may mention belching, heartburn and 
sour regurgitation, general inappetence or inability to eat certain 
foods, bad tastes and coated tongue, discomfort, distention or pain 
after eating. Patients sometimes begin by indicting the liver, and 
go on to support their indictment with a bill of particulars which 
includes headache, sluggishness, bilious feelings, bright spots be- 
fore the eyes, and even jaundice, which is confirmed neither by 
daylight inspection nor by obtaining the icterus index. In most 
c«es of gastrointestinal overconcem there are complaints of con- 
stipation, flatus and abdominal pain; in some the complaint is of 
diarrh^. Patients frequently betray their watchfulness and the 
intensity of their concern by the wealth of detail they furnish, 
esjwcially with regard to diet, gastric regurgitation and eliminative 
residue. It is not at all unusual for the patient to read or present a 
written list of complaints to the diagnostician so that there ghall be 
no oversight. 


A married man of thirty-nine came to the clinic complaining “I 
have trouble in my bowels and my head. My bowels just spMm 
on me, I get constipated and my head goes sort of toxic. It seems 


8 Twraty-^en of the fifty patients In a series reported by S. Katzenelboeen 
Hyp^cmdria^ c(mplunte with spedal reference to personality and environ- 
meat, Amer. Jour, Fsychiat,, 19^, voL 98, pp. 815-823a ^ 
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to poison my system.” This patient’s complafats date back twelve 
years to an attack of “acute indigestion” in which he seemed to 
bloat up, pains developed in his abdomen and spread in several 
directions. (He traced some of these with his finger as be spoke.) 
He spent a month in bed at this time and on advice rested for 
another two months before working again. The doctors, he felt, 
took a very serious view of his condition, calling at the house some- 
times late at night. He himself “felt sick, worried and frightened,” 
fearing that he might never be well again. For three or four years 
after this attack he took enemas, three a day at first, reducing gradu- 
ally to one a day. For eight or nine years he has taken laxatives 
and devoted constant attention to his diet. He describes variations 
in residue with enough detail to indicate conscientious watching. 
Four months before coming to the clinic he was discharged from 
his job as a clerk in a paper mill because of too much sick leave 
and an imwillingness to do anything he considered outside of his 
duties. Since then he has lived with his wife’s relatives. 

Of his childhood this man says, "My folks brought me up to feel 
I wasn’t strong and husky, that I was not like other boys. I was 
always an obedient, good child.” He had night terrors throughout 
childho^, bit his fingernails, had temper tantrums and was very 
choosy about food. He preferred reading to playing. He always 
disliked his one sibling, a sister four years younger than he, because 
his parents seemed to give in to her too easily. He lost a good deal 
of school because of his own “frailty” and frequent sickness. His 
father died when he was twelve and his mother when he was six- 
teen. He began work at fourteen and has never liked it. He became 
very dependent upon his wife, whom he married when he was 
twenty-two, leaving most decisions to her and taking little interest 
in sex relations. His attack of “acute indigestion” followed her death, 
five years after marriage, by three months during which he had felt 
lost and hopeless. He moved from the south to upstate New York 
three years later and soon remarried. His second wife proved less 
willing to assume major responsibilities for him than his first, and 
she made demands upon him sexually that he felt unable to meet. 
He became more and more preoccupied with his gastrointestinal 
welfare until he finally lost his position and his home. In the com- 
plete absence of community facihties for psychiatric treatment 
where he lived, prognosis for recovery from chronic partially dis- 
abling hypochondria was deemed poor. 

^diovascular complaints 

It is an interesting commentary upon body overconcem that, 
whereas cardiovascular morbidity and mortality in later maturity 
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greatly exceed gastrointestinal, cardiovascular hypochondria is at 
all periods of life much less common than gastrointestinal^ There 
is not the same personal history of training in identification, formu- 
lation and control that characterizes feeding and elimination. The 
heart’s action, pulse-rate and blood-pressure require special factors 
tomake them matters of concern. 

i^ihe chief source of disturbed cardiovascular performance in 
persons with normal heart and blood-vessels is the same as t>»at in 
many cases of disturbed gastrointestinal and respiratory perform- 
ance, namely, emotional excitement. During an emotional reaction 
the heart may change pace suddenly, speed up or slow down, pal- 
pitate, seem to the person to stop, skip beats, turn over or rise up 
and make him breathless. A pain may appear suddenly in the chest 
and even sometimes shoot down the left arm. The disturbed indi- 
vidual may complain of dizziness and faintness, of throbbing blood- 
vessels and feelings of pressure and fullness in the head. It is 
obvious here, as in gastrointestinal overcbncem, that the patient’s 
symptoms are not unlike those met in cardiovascular disease, and it 
is usually necessary for the diagnostician to resort to special exam- 
ination procedures before he can be sure of the distinctio^ 

If well-trained diagnosticians have even the slightest dignity in 
distinguishing between cardiovascular disease and cardiovascular 
hypochondria, it is small wonder that so many laymen misinterpret 
emotional disturbance as an indication of cardiovascular pathology. 
Most laymen have at least a little information about the signs and 
symptoms of heart disease and hypertension. They have heard or 
perhaps witnessed how suddenly decompensation may appear and 
how dramatically heart disease may terminate. When, therefore, 
following overexertion or overindulgence, under conditions of stress 
and excitement, or of anxiety and prolonged conflict, the normal 
hearts performance is disturbed, an already sensitized individual 
can easily jump to the conclusion that this is the thing he has heard 
about -heart trouble with its threat of invalidism, sufiFering and 
early death. Now he may develop habits of cardiovascular over- 
concern. He watches over the heart’s rhythm and rate, feels his 
pulse, looks out for traces of pain, avoids exertion and excitement. 
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examines his extremities for signs of swelling and discoloration, and 
perhaps for years lives the life of a semi-invalid though his heart is 
competent and sound. If, in addition, to have the status of a person 
needing and deserving special consideration, protection, care and 
wmforting brings the frightened man unexpectedly important sat- 
isfactions, these satisfactions will tend to make his acquired status 
indispensable to him. 


A married inan of forty-two was admitted to the medical service 
of a metropolitan hospital because of cardiovascular complaints. 
Examinations, however, failed to yield evidence of systemic pathol- 
ogy, but there were indications that cardiac illness in others and 
mcautious comments made to the patient might both be important 
factors. To the psychiatric consultant the patient said, “My heart 
beats too fast. I have high blood-pressure. I get a stabbing pain 
deep in my breast-bone but I guess that’s natural. I have giddy 
spells. I’m not frightened any more but the doctors are.” At the 
age of twenty-four he began having attacks of pains in his arms and 
over his heart which seemed worse when he lay down flat. He be- 
lieved then that he had heart' trouble and sometimes spent the 
night propped up in a Morris chair near an open window. He vol- 
unteered the information that a favorite uncle had collapsed and 
died, apparently of heart failure, while attending a play at the 
theater a few months before this. The patient could recall no 
special difliculties immediately prior to his own attacks at this time. 
These acute episodes, which were undoubtedly anxiety attacks,® 
gradually disappeared. “But,” the patient added, “I’ve never felt 
secure in my life.” During the ensuing years, until the onset of the 
present illness, he was free of cardiac symptoms. 

When the patient was thirty-seven his father had the first of a 
series of heart attacks which terminated two years later in death. A 
few weeks after his father’s heart symptoms began, the patient him- 
self suddenly had an attack of cardiac palpitation and pain at the 
end of a strenuous week-end in the country. Although denying that 
he was frightened, he became shaky, felt “all in” and noticed that 
his head, ears, hands and knees were throbbing. “I just became 
conscious of my heart-beat,” he said. “I never knew I had it before 
but I’ve noticed it ever since. I think I strained my heart, and I 
mght have been sufl^ering a nervous shock,” i.e., from his father’s 
illness. The day after this episode the patient visited a physician 
who, he said, told him that he had angina and high blood-pressure 

8 This case illustrates the overlap of symptomatology m en t jnned earlier in 
the chapter. Anxiety attacks will be defined and discussed in Chapter 9. 
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-“a hundred and seventy high and a hundred and twenty low," 
according to the patient. The druggist who filled his prescription 
said smilingly, “These aren’t for you, I hope!” and informed the 
patient that one was for morphine and the other for nitroglycerin. 
The patient already knew that the latter was used in cardiovascular 
disease. 

There were numerous similar incidents of cardiac pain and pal- 
pitation during the five years before the patient was finally admitted 
to the hospital for study. These were particularly apt to occur 
when he hurried, but they came sometimes when he was resting. 
The patient watched over his heart constantly, counted his pulse, 
noticed that his suspended foot moved with each heartbeat when 
he crossed his legs, and that his throat, buttocks, feet and fingers 
often seemed to pulsate. He spared himself in every possible way 
to prolong his life. At the time of his admission he was seriously 
considering retirement from a lucrative position to part-time work 
&at would make fewer demands upon him. Psychiatric examination 
indicated no serious personal difficulties other than his rather strong 
tendencies to depend upon and identify with persons he cared for, 
and to develop body overconcem as a preferential reaction of inse- 
cunty. A year later, with the assistance of a family physician who 
was not easily stampeded by dramatic symptoms, the patient had 
made considerable progress toward living the life of a well m a n . 

is a matter of common observation that actually hypertensive 
pfersons, if told about their vascular hypertension, often suffer far 
more from their knowledge than their high blood-pressure. This is 
particularly apt to be the case if they are given only a restricted 
routine, medication, veiled admonitions, and hints about what to 
look for and avoW, or if they get a diet of indigestible facts con- 
cerning the physiology of their impairment and the contradictory 
suggestion that there is nothing for them to worry about. Under 
these circumstances the untrained, unfortified patient may develop 
self-reactions which threaten him at every turn with imminent 
death, even though for many years the actual danger to life may be 
almost negligible. One finds similar situations among young men 
and women who have been told casuaUy, by an incautious exam- 
iner, that they have a heart murmur. The son of exceptionally 
oversolicitous parents, for example, was kept in bed for two years 
following such a diagnosis and after that forbidden to play games 
with other children throughout the rest of his childhood and most 
of adolescence. When late in adolescence the murmur was found to 
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be absent and the heart normal, neither parents nor patient could 
r^tructure the latter’s life in such a way as to enable him to par- 
ticipate freely in the activities of his contemporaries. He continued 
to sit down, stand up and walk as if his first careless move might 
be his last. 

Respiratory complaints 

breathing, like the heart-beat, is quickly alte^ in emotional 
reactions and easily accessible to self-reactioi^ In 
whether as part of one s socially shared behavior or as part of one’s 
private fantasy, respiration may become rapid, shallow and irreg- 
ular. In anxiety it may be fast or slow, deep, shallow or sighing. 
Anxious patients often complain of being unable to get a deep 
enough breath, of feeling constricted about the throat or chest, of 
having something stuck in the trachea or larynx. Worried patients 
complain that secretory products in the respiratory passages are 
excessive or insufficient, that there is burning present there, or pains 
in the chest or throat. For any one of a variety of possible reasons, 
people become convinced that they are suffering from pleuritic^ 
pulmonary, bronchial, tracheal or laryngeal disease. Avhen the 
origin of respiratory complaining is in anxiety reactions, we con- 
sider it to be hypochondtioccil if and when the patient focuses 
upon the complaint with the conviction that it means respiratory 
defect or disease. Obviously there will be a great mmy cases in 
which hypochondria and an anxiety disorder coexist^ 

^nito-urinary system complaints 

, The genito-urinary system, like the gastrointestinal system, can 
be checked on, evaluated and discussed, and although its perform- 
ance is less subject to deliberate interference and experimentation 
by the patient, it is certainly far richer in folklore. Reproductive 
functions, in particular, are in the unique position of being at the 
same time surrounded by taboos and yet of the greatest practical 
and personal importance to nearly everyone. This paradox is more 
striking among men than women, for the male is much more likely 
to lose prestige and expose hunself to ridicule by claiming sexual 
dysfunction than the female is. A consequence of this is that free 
and promiscuous discussions of personal sex symptoms are far less 
common among mature men than among women. The male reluc- 
tance to admit sexual inferiority may partially account for Billings’ 
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findings that reproductive system complaints are about twice as 
common among hypochondriacal women as among hypochondriacal 
men.® It is much commoner for women to be exempted from per- 
forming industrial and business duties on this basis than it is for 
men, a fact of which students of absenteeism are well aware. The 
woman in our culture is expected to suffer from periodic and post- 
partum handicaps and to gain exemptions on this basis without 
blame or serious loss in status as a woman^^.ijMsab» — - 
There is no denying that female sex functions and their conse- 
quences introduce physiological diflBculties and hazards to which 
the male is a stranger. Menstrual discomforts and pains in healthy 
women, the experiences of pregnancy, childbirth and lactation, ap- 
prehensions over and distress in the climacteric, and knowledge of 
the relatively high incidence of female reproductive system disease 
— all these can become fruitful sources of body overconcem. More- 
over there are so many ways in which female genito-urinary com- 
plaints may be met by medical and surgical procedures that the 
hypochondriacal woman is particularly vulnerable to prolonged or 
drastic treatment of pelvic organs and related systemic functions. 
Of course, nothing is easier than to sit back and criticize internists 
and surgeons for prescribing hormones for, or performing repeated 
operations upon, women whose genito-urinary complaints are with- 
out basis in systemic pathology. For those who have to make the 
always difficult decision that remediable organ pathology is not 
present, the problems presented by hypochondriacal complaints 
have a very different look. No diagnostician can afford to make the 
mistake of assuming that, because a woman is a chronic complainer, 
she therefore does not have gynecological pathology. Neurotic com- 
plaints are no i^rance against systemic disease and death. 

Npvr rthil i j j,y|enito-urinary symptoms and their direct or sys- 
temic treatment play a leading role in hypochondria, in men second 
only to the gastrointestinal system and in women probably second 
to none. Exact estimates of their prevalence are difficult to malro 
because, at least in the larger metropolitan hospitals, check-up 
stupes indicate that considerable numbers of hypochondriacal 
patients are carried in urology and gynecology, just as they also are 
in gastroenterology. Men complain hypochondriacally of impo- 
tence, of genital aching, pain and paresthesia, of urinary and seminal 

in™ 
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dysfunctions, and of dissatisfaction with their performance in sex 
relations. Women, having more difficulties on which to base their 
complaints, show greater variation in their symptoms. They com- 
monly complain of pelvic and abdominal discomfort, pain or par- 
esthesia, which may seem temporally related to sexual functions, 
related to strain or exertion, or chronic and more or less continual. 
Urinary dysfunction is also a frequent complaint and one which 
can easily be suggested by local after-eflFects of cystoscopic exami- 
nations or by comments made during cystoscopy. Headaches, 
nausea, dizziness, hot flashes, and other more remote complaints, 
which may be common in gynecological disorder or in feminine 
folklore, are frequently reported by hypochondriacal women and 
by them attributed to genito-urinary dysfunction^ 


Neuromuscular complaints 

The importance of popular misconceptions in determining the 
character of one’s complaints comes out nowhere more clearly than 
^ relation to the muscles and the peripheral nerves. For although 
R?uscles actually develop innumerable fatiguing tensions, imbal- 
ances, pulls, droops and spasms, they are seldom accused of being 
defective or diseased by the hypochondriac, unless he has under- 
gone unintentional but effective coaching by an interested therapist. 
It is true that backaches, headaches, pains in the neck, the thighs, 
the arms and the legs are exceedingly common complaints, but the 
complainer is far more likely to refer these directly to his nervous 
system than to the muscles themselves. Thus the peripheral nerves, 
although quite incapable of movement, are continually accused by 
laymen of quivering, pulling, clenching, drawing or knotting ug^ 
Whereas the actual changes giving rise to most of these complaints 
originate in local striped or smooth muscle response, for the public 
it is th^erves that are tensed, taut, frayed, get on edge or go to 
pieces.^t is the central nervous system which is referred to as ex- 
hausted, debilitated, broken down, deteriorated or diseasec]^ 

This widespread tendency to interpret freely the ch^ges in 
striped or smooth muscle tonus and reactivity in terms of “nerves,” 
nervousness, neurasthenia and central nervous system dysfunction 
represents a serious cultural lag. During most of the nineteenth 
century so little was known about neurophysiology that any of the 
behavior disorders could be ascribed to hypothetical nerve dis- 1 
turbances with a clear scientific conscience. Thus even so advanced 
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a thinker as Freud ascribed hypochondria, fatigue syndromes and 
anxiety neuroses to neural disorder, called them actual neuroses 
and excluded them from psychoanalysis.^® Indeed, until recent 
years so inadequate has been our recognition of the potentialities 
for behavior pathology in situational relationships and self-reactions 
that, even though no lesions or physiopathology could be demon- 
strated in the brains of neurotics or in two-thirds of psychotics, it 
was still maintained on all sides that neural defect, depletion, 
deterioration or disease was the only conceivable basis for behavior 
disorder.^^ Popular thinking still persists in looking upon over- 
reactions to need, frustration, anxiety, guilt and disappointment as 
indications of nervous system disorder in spite of the large body of 
organized evidence to the contrary. Likewise,, because of the in- 
evitable lag in the dissemination and acceptance of new technical 
information, many persons today who discover in themselves con- 
flicting or antisocial trends, who develop fear and tension symptoms, 
or whose thinking grows confused under stress, are left to conclude 
immediately that their brain is diseased, constitutionally inferior 
or deteriorating. 


Hypochondriacal reactions in organ and tissue pathology 
No diagnostician or therapist can escape the responsibility for 
evaluating the intensity and character of a person s complaints in 
relation to the more objective signs of organ and tissue pathology. 
With comparable pathology present, some persons appear to suffer 
much and some little; and even with comparable suffering, some 
romplain more and some less. The problem of clinical evaluation 
is further complicated by the wide individual variations in habitual 
modes of reaction to pain and discomfort, by the reinforcing effects 
of fear, anxiety or expectation, and by the inhibiting effects of reas- 
surance, confidence and sometimes of despair. It is further compli- 
cat^ by the extent to which pain and other disease symptoms are 
utilized, deliberately or unwittingly, to increase sympathy and 
affection or to gain privileges and exemptions. But regardless of 
the diflBculties involved in diagnosis, it is well to remember that all 
hypochondriacal persons ultimately sicken and die, and that a neu- 

3 Freud, A General Introduction to Psychoanalusts, translated bv T 
4<iviere (New York: Liveright, 1935), pp. 336-340. ^ 

“For a recent representation of this general position, see W. Alvarez 
aSi*2a9”2TO (New York: Harper, 1943), pp. 127-168 
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rotic individual may also house a damaged or inferior organ just as 
a nephritic individual may also suffer a fracture or become de- 
pressed. The following case illustrates this clinically important 
fact. 


^ A married woman of thirty-four, mother of a twelve-year-old 
girl, came to the diagnostic clinic because, in spite of her com- 
plaints of abdominal and back pain and of digestive disturbances, 
her husband threatened to leave her if she had another operation. 
During the previous seven years she had imdergone five abdominal 
and^ pelvic operations, none of which had been justified by the 
findings, and had dissipated the whole of her husbands savings. 
The first operation had been exploratory and the second for removal 
of possible post-operative adhesions. The succeeding three were 
performed each by a different surgeon, and in each case only after 
months of “clinical shopping” and after her vivid complaints had 
been supplemented by accusations of heartlessness and incompe- 
tence against those who withstood her insistence. She expressed 
open resentment and resistance when referred for psychiatric exam- 
ination. 

In taking the patient’s medical history the psychiatrist found, as 
without doubt her surgeons had found in years past, that for prac- 
tically every organ and system he mentioned she had one or more 
complaints. She showed by her use and misuse of medical terms 
that she was quick to appropriate anything she heard as a corrob- 
oration of her own conclusions. Physical examination was compli- 
cated by the patient’s reporting tenderness almost everywhere. 
Some of her complaints pointed to one possibility, some to others, 
and all had to be explored with the aid of consultations and tech- 
nical procedures. In the end only a small group of symptoms re- 
mained to suggest organ and system pathology. These pointed in 
the direction of possible gall bladder disease and a gall bladder 
series gave unmistakable support for this group of the patient’s 
complaints. The husband required some high-powered assurance 
before he consented to her sixth operation which turned out to be 
highly necessary. A follow-up one year later revealed that the samp 
galaxy of complaints was present, substantially unaltered, and tfiaf - 
the patient had no less aversion to psychiatric treatment than she 
had shown before her sixth operation. 

Some of the more usual varieties of hypochondriacal disorder 
have now been touched upon. To list and discuss them all would 
be to write an encyclopedia of popular medicine and folklore. For 
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almost every imaginable complaint and combination of complaints 
have been developed at some time by someone and made the focus 
of body overconcem. Not only must the internist, the general 
surgeon, the gymecologist and the urologist deal continually with 
hypochondria in the practice of his specialty, but so also must the 
brain surgeon, dermatologist, laryngologist, neurologist, ophthal- 
_^mologist, orthopedist, otologist, pediatrician and radiologist, jlhe 
choice of symptom, like the choice of neurosis, has many possible 
determinants — unintentional suggestion, emotional disturbance, 
transient visceral dysfunction, previous illness in the patient or in 
others close to him, family tradition, undigested information — 
some of which will be taken up when we discuss the determinants 
of body overconcem. ^ 

BIOSOCIAL BASES OF HYPOCHONDRIACAL REACTIONS 

/Habitual body overconcem is an acquired reaction which most 
/persons never develop. Therefore, to understand hypochondria we 
must face two important questions. One is. From what characteris- 
tics of nornuil human behavior does body overconcem develop? 
The other question is. What determinants are there which seem to 
favor the development of body overconcem in those individuals 
who do become hypochondriacal? These two questions and their 
answers are obviously interdependent. The first is concerned with 
the basic characteristics of all behavior that make hypochondria 
possible for anyone, and the second with the observed fact that 
some individuals develop hypochondria while most do not. In the 
present section we shall confine our discussion to a consideration of 
the biosocial bases that make everyone a potential hypochondriac, 
leaving the problem of individual differences in susceptibility for 
the section following. 

The biosocial matri^^f body overconcem 
To begin with/hypochondriacal disorders could not develop if 
there were no physiological basis for them. Biologically considered, 
every human organism is a complex, interlocking system of living 
machinery which manufactures intermediate products and end- 
products out of the raw materials it takes in. Through the use of 
these substances the body can perform work, maintain its own in- 
tegrity in a continually changing enviromnent, and keep its internal 
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milieu remarkably constant Many of the normally occurring Irio- 
cheimcal processes within the body are directly or indirectly stim- 
ulating. So also are the incessant pumping of body fluids, the con- 
tinual changes in physiological rhythms and pressures, the intermit- 
tent ebb and flow of air, the wormlike and ringlike movements of 
visceral sacs and tubes, the tightenings and relaxations of all types 
of muscle, and the shifting patterns of secretory activity. It is obvi- 
ous that imceasing physiological activity and biochemical change 
constitute the normal background of everyone’s existence. Change 
and activity form a biological matrix of stimulation toward which 
anyone may some time develop self-reactions of various kinds and 
o^ifferent degreps of intensitj^ 

^Body overconcern is an exaggeration of the normal body care 
and body concern to which everyone in our culture today is edu- 
cated. As a child becomes capable of it, he is taught to observe his 
body as an object, to notice some of its changes in appearance and 
in product, and to report pain or discomfort to his elders. Tr ainin g 
in body care and in concern over health and disease is thus merely 
an e^ansion of the early training we all get in relation to feeding, 
^hmmation and cleanhness. In this process, every child acquires a 
great variety of self -reactions toward his body’s appearance and its 
apparent soundness and adequacy. Many of these self-reactions are 
learned in conventional language form and can thus become the 
basis of public discussion and private thought. Such systematically 
acquired and socially approved self-reactions form a matrix in 
everyone’s symbolic behavior which may become the biosocial basis 
of hypochondriacal concern and hypochondriacal complaining 
Each of us is taught in childhood that pain, discomfort and un- 
usual changes in his body or its products are to be avoided not only 
for their own sake, but also because they may indicate worse things 
to come. We thus leam to equate personal security with physio- 
logical adequacy, at the same time that we are acquiring our indi- 
vidual standards of normal body functioning. We leam that seem- 
ingly unimportant and innocuous signs or symptoms may turn out 
to presage suffering, crippling, invalidism or death, and that more 
blame attaches to neglect than to complaining. It is therefore to 
be expected that normal children and adults, so trained in self- 
attitudes and cultural attitudes, will react publicly or privately with 
frank body concern when something they notice about their anat- 
omy or physiology seems to them amiss. A person’s solicitude over 
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h^th is not considered abnormal in our culture unless it per- 
sists indefinitely in the face of contradictory evidence, unjustifiably 
absorbs a major portion of his attention, reduces his social effective- 
nras unnecessarily, or dominates his pattern of living and deter- 
mines his important choices. 

t^ochondriacal sensitivity 

/|What distinguishes the hypochondriacal person from the normal 
»not merely that he complains more but also that he finds more to 
complain about^e reacts with almost hair-trigger ease to all sorts 
of internal an(«urface changes to which the normal person is a 
stranpr. On what is this sensitivity based? Are the hypochon- 
driac’s receptors more sensitively built than those of the average 
person? Is his nervous system anatomically more delicate or physi- 
ologically more unstable? No one has ever presented valid evideLe 
to show that biologically hyperacute, fragile or poorly balanced 
structures are at the bottom of hypochondriacal attitudes. Such 
pseudobiological explanations were popular during the eighties, 
'Nineties and early nineteen hundreds, and they are still occasion- 
ally reaffirmed by an authority in some field other than behavior 
pathology. But the continued lack of factual support and the re- 
•sults of modem therapy have made them even less tenable today 
than they were some diirty or forty years ago. 

In spite of the fact that hypochondriacal persons need not have 
receptors of unusual acuity, there can be no question as to their 
hypersensitivity to certain kinds or ranges of stimulation. This 
^perior sensitivity is, however, based upon acquired reactions. It 
depends upon special habits of reacting selectively to stimulus pat- 
terns that belong to the general background of physiological activ- 
ity — the biological matrix which we have described above. In brief, 
what we caU the hypochondriac’s special sensitivity is actually a 
special ease-of-reactUm which he has learned to give to certain 
kinds of stimulation. He has become reaction-sensitive to his body 
processes. For reasons which we shall shortly discuss, the hypo- 
chondriac is unable to take his physiological activities for granted 
and ignore their common effects. He has developed self-reactions 
which keep him habitually on the alert for signs and symptoms 
from the organs, parts or functions he overvalues or mistmsts. In 
his habitual self-reactions he behaves toward his body as an over- 
concerned mother might toward her overvalued or mistrusted 
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child. Indeed, one finds clinically that anxious middle-aged women, 
when their children have grown to independence, sometimes turn 
to body-care and body overconcem almost as though these were 
substitutes for child care and child solicitude. 

Persons acquire sensitivity to their bodies and grow into hypo- 
chondriacs by essentially the same process as that which we de- 
scribed under reaction-sensitivity and progressive reaction sensitiza- 
tion in Chapter 3. It is a learning process occurring under condi- 
tions of close attention or special motivation. The hypochondriac 
becomes an amateur diagnostician who makes his observations by 
the same general methods that a physician uses. Thus he can learn 
to take his pulse and watch his respirations, or feel his heart-beat 
with his fingers. He can use his ears to study his own wheezings, 
whistlings and rumblings, and his eyes to examine an accessible 
part of his body or his body products. If for any reason he continues 
to do these things, he may build up response patterns that will 
make him sensitive to minute and usually unimportant body 
changes. Body overconcem, in other words, no matter how inifiatH 
and no matter what its determinants, can become established 
through mere repetition like any other form of reaction-sensitivity, 
and grow progressive through its own cumulative effects, as in any 
o^r progressive reaction sensitization. 

j|The hypochondriac has one advantage over the physician exam- 
iimg him in being able to react to physiological processes within 
his own body which are not directly accessible to his examiner. He 
can leam to count his respirations and his heart-beat from within, 
that is, by means of their stimulation of interoceptors, propriocep- 
tors and skin receptors. He can acquire reaction-sensitivity, through 
motivated practice, to stimulation coming from any part of the 
ever-present physiological background of activity and change. To 
attend closely to something, whether inside the body or outside it, 
simply means to exclude from one’s behavior-organization of the 
moinent as many competing or interfering activities as possible. 
Ones readiness to react, ones own attitude of expectancy, gives a 
clear channel to a special narrow range of stimulation. Anything 
tl^t falls within this narrow range seems to stand out clearly and 
distinctly because our expectant attitude, our readiness, has reduced 
the number of other reactions in process at the time. The watched 
finger throbs, and keen anticipation whets the edge of pai^ 

The hypochondriacs advantage over the physician, his^ide 
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lines of direct communication with organs and parts, is far out- 
weighed the disadvantages arising from his inexpertness and his 
personal needs./ The good physician has been rigorously trained to 
entertain only certain criteria which have proved acceptable in the 
light of the accumulating experience of thousands of other men 
with a similar professional background. The hypochondriac trains 
himself by a hit-or-miss unstandardized method and his background 
is only that of prevalent folklore and popular medicine. More im- 
portant than inexpertness and ignorance, however, are his personal 
needs, his insecurities and anxieties, his habitual attitudes and grat- 
ifications. For whereas the physician can be an impartial observer, 
whose dominant interest is in being accurate and competent, the 
hypochondriac’s self-observations are bound^to be partisan. He 
often believes that his security, his integrity and even his own life 
are at stake. This is not the atoosphere in which sound judgments 
about oneself can be made.^l 

Emotional behavior and hypochondria 
Emotional reactions often play a central role in initiating and 
perpetuating body overconcem. We saw in Chapter 3 that emo- 
tional behavior is distinguished by its large and important visceral 
components which are not, however, directly responsive to strictly 
visceral functions, but rather to occurrences in shared behavior or 
in one’s private thinking. Nevertheless, these visceral changes are 
essential components of emotional behavior and not just incidental 
effects. To say, as we do in popular speech, that emotion speeds up 
breathing and the heart rate, or slows digestion down, is to speak 
inaccurately. If we are to understand the hypochondriacal reac- 
tion it is essential to recognize that worry and digestion share the 
same stomach, that fear and blood-pressure have one heart between 
them, and that the same chest sighs for air that sighs for love or 
sympathy. It is essential to recognize that these emotional activities 
are reactions of the organism in the same sense that walking, talk- 

S thinking, digestion and respiration are. 

motional disturbances often appear in such a way that the 
on developing them cannot understand or cannot acknowledge 
their origin. Under these circumstances a person is quite apt to 
react to some striking aspect of his own emotional behavior, ins t e a d 
of to what brought it on. In other words, he neglects or forgets 
the thing that disturbed him and focuses upon his physiological 
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changes. If his stomach rebels in strong aversion, or his heart’s 
rhythm is deranged in fear, it is the stomach or the heart to which 
he reacts, and no longer the situation toward which he was averse 
or fearful. Of course this is not a deliberately planned evasion but 
a^ displacement of anxiety. It occurs because an individual cannot 
single out the source of his reaction, or because the visceral change 
seems to him obviously the important and the dangerous thing - 
as indeed it would be if it really meant the disease which he be- 
lieves It does. Displacement of anxiety may also occur because the 
visceral disturbance sometimes outlasts the stimulating situation by 
a very long time. This is especially the case in digestion, where 
each successive step depends upon the efiFectiveness of the one 
preceding it, and the whole process normally extends over many 
IwiUrsJ ^ 

jT If K important to realize that, if emotional disturbances originate 
in personally humiliating, repugnant or dangerous situations, the 
interpretation of them as symptoms of disease — even of serious 
disease - may raise fewer difficulties for a patient than the recog- 
nition of his original predicament. This factor must always be sus- 
pected in cases which are resistant to treatment. For disease can 
be accepted by the patient at least as honorable, and it can be dis- 
cussed openly with others. It excites sympathy and consideration 
instead of revulsion and contempt. Once the visceral component 
of an emotional disturbance has been accepted by a person and his 
associates as evidence of sickness, its recurrence is almost sure to 
be interpreted as further evidence — in this way leading toward 
dip establishment and elaboration of habitual body overconcem./ 

In such reactions as these to a part of one’s emotional conduct, 
instead of to its source, the specific visceral component that be- 
comes established as an habitual response to stress is often called a 
“body protest.” This term is, however, no more than a metaphor. 

It should not be taken to imply a separation of the body from the 
person, since modern conceptions of the person include every one 
of the body’s functions.i* The so-called ‘Tiody protest” is suhsti- 
tutive insofar as it misguides and diverts the patient and his associ- 
ates from the source of his emotional upheaval. “Body protests” are 
symbolic in the sense that, to one skilled in the pathology of hypo 
chondria, they represent more or less definite relationships to j 
patient’s original disowned or repressed reactions. ^ 

See the able presentation of the modern attitude by H. Fox, “Somatic sym 
holism or psychosomatic dualism,” Psychiatry, 1942, vol. 5, pp. 7-13. ^ 
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Cumulative and self-perpetuating reactions 

We have already seen how emotional disturbances may reinforce, 
build up and prolong one’s reactions to difficulty, particularly 
through the self-stimulating organization of visceral activity. In 
human beings there are other sources of cumulative and self-per- 
petuating developments which infra-human animals lac k, namely, 
talking and socially organized thinking. Indeed, as a topic of casual 
conversation, there is probably nothing but sin and scandal that can 
compete with illness and body complaints. Friendships over the 
fen^, across desks and counters, on benches, trains and buses, and 
even through the mail, have been built up on the one foundation of 
a mutual interest in the visceral life. 

It would be difficult to exaggerate either Ae prevalence or the 
undesirability of hypochondriacal talk. In the first place, talking 
incessantly about one’s supposed poor health benefits no one, and 
least of all the talker. He will rarely meet a person who can resist 
giving advice, and seldom meet two who agree about it. He runs 
the almost certain risk of picking up new terms and new worries 
from hypochondriacal habitues. New misinformation and a new 
vocabulary give the novice new materials and tools for body over- 
concern. His new words and phrases make it easier for him to focus 
upon some fleeting characteristics of visceral performance and its 
products, to remember and ruminate over these in an organized 
manner, and to discuss them with others who are similarly en- 
grossed. Talking and thinking about one’s signs and symptoms not 
only aid in sensitizing one, by organizing new symbolic response 
patterns to set off, but they also provide a most effective means of 
establishing an habitual mode of response to one’s physiology, and 
for building this up into a prominent ingredient of one’s social 
personality. 

Another important source of self-perpetuation lies in a person’s 
learning to react specifically to phases or steps in his normally auto- 
matic visceral sequences. Viscera usually do their best work when 
they are not watched. A simple illustration of this can be found in 
the act of swallowing something. By attending closely to his swal- 
lowing, a person runs the risk of establishing a new specific reaction 
to some individual phase or step in the swallowing sequence. This 
new reaction is then quite likely to interfere with the smooth suc- 
cession of automatic responses, each of which should touch off the 
next. It is common for persons who fuss over swallowing a tablet. 
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for example, to develop coughing or gag-responses to contact of the 
tablet with the pharynx. From that time on, the automatic swal- 
lowing sequence will be interrupted by such contact, and the indi- 
vidual becomes one who cannot take medicines in tablet form with- 
out retraining. It is almost as easy as this to develop cardiac irregu- 
larities by watching one’s pulse while worried, or pseudo-asthma 
by specific reactions to one’s respiration. Too much attention to 
digestion and elimination may lead to comparable irregularities in 
gastrointestinal function. Through any of these specific learned re- 
actions one may acquire new disturbances of body-function to 
worry over, new topics for fantasy and conversation, new reinforce- 
ments for the development of hypochondriacal attitudes. 

The effects of self-treatment also aid in perpetuating body over- 
concern. Self-treatment focuses one’s interest upon whatever is 
being treated. Some patent niedicines capitalize upon hypochon- 
driacal interest by inducing gross changes in body function which 
the patient can observe. Digestive remedies, for example, are fre- 
quently compounded so as to form or release sizable quantities of 
inert gas in the stomach. The patient can then belch this forth, 
experience relief in getting rid of what the remedy actually planted 
there, and then attribute his relief to the medicine instead of to his 
belching. Not a few chronic hypochondriacs, who try this and that 
medicine or procedure, do succeed eventually in damaging them- 
selves. They may bring about disorder in the very system to which 
they devote their main attention, particularly if this is the easily 
accessible gastrointestinal system; or they may injure one system in 
their amateur attempts to do something unnecessary for another. It 
must, however, be admitted that many a chronic hypochondriac 
outlives his apparently more robust critics. Perhaps a lifelong in- 
terest in prolonging life spares and protects some individuals from 
exposure and exertion. 


BIOSOCIAL DETERMINANTS OF HYPOCHONDRIACAL REACTIONS 

We have just seen that all of us have the biological matrix of 
internal activity and change out of which body overconcern may 
arise, and that in our culture everyone acquires self-reactions to 
body activities and changes, and learns to formulate these in con- 
ventional language and discuss them. We have seen also that body 
overconcem is only a special case of -acquired reaction-sensitivity 
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which may develop and persist under a variety of circunistances, 
many of which include a significant emotional component. Now we 
are ready for the second question, "What determinants are there 
that favor hypochondriacal developments and help to account for 
the fact that habitual body overconcern appears in some persons 
and not in others? 

Adoption of the domestic pattern 

When a child develops complaints of body overconcem similar 
to those of his hypochondriacal parent, people usually ascribe them 
to biological heredity. “He inherits his father’s weak stomach,” they 
say or. He takes after his mother; her nerves have always been 
bad. Their recognition of the source of a hjq)ochondriacal child’s 
complaints may be accurate enough, but not their notion of the 
manner of transmission. This, of course, is through social contact 
in the family, and not by way of the chromosomes.^® Exactly the 
same social contact transmission occurs from foster parents to their 
adopted children, from teachers to pupils, and amonjj^eighbor- 
hood playmates. Moreover, as every parent knows, child can 
adopt whole patterns of behavior from those around him without in 
the least understanding what he is doing. If children acquired only 
those reactions which they were deliberately and intentionally 
taught, fathers would not have to be so careful of their language 
around the home, and mothers would have less occasion to regret 
their own outbursts of irritability and the gossip of their daytime 
visitors. The growing child’s behavior holds jip a mirror to his 
parents’ mannerisms, attitudes and prejudices. 

In the same way that they adopt family atfuudes toward stran- 
gers, animals, esthetic tastes and ethical standards, children also 
t^e over family attitudes of habitual watchfulness and distrust of 
visceral performance. When they do, they even acquire the specific 
gestures and the exact expressions of concern and dismay over then- 
own alleged a hypochondriacal parent or 

^andparent use^ ^^t-'TO eyTeSnfo reproduce his inflections, some- 
tnufe^wiA startling fideb'ty.^The outcome of such a development, 
that is, whether or hot a child retains and elaborates upon his re- 
artions of body overconcem, will depend upon familiar factors. It 
will depend, for example, upon how well he learns hypochondriacal 

Ae hypochondriacal child for a decade,” Jour. 

^ Tediatrics, 1941, vol. 18, pp. 528-537. 
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self-yeactions and how much he practices them, upon tihe extent to 
which they become involved in other basic attitudes — such / 
security, adequacy and parent identification — and upon the waw^ 
lx>dy overconpem may serve him as an adjustive technique^ 

ILWheh a child adopts and retains or elaborates upon family atti- 
tudes of body overconcern, he unwittingly lays the foundation in 
his behavior for that selective reaction-sensitivity which we dis- 
cussed above. He develops skilled self-reactions to changes and 
activities in his body machinery, with an appropriate vocabulary, 
and these skilled self-reactions become the instruments which for 
him convert his normal physiological variations into the signs and 
symptoms of apparent weakness or disease. A great many children, 
who early acquire hypochondriacal reaction-sensitivities, appar- 
ently lose them again as they grow larger and stronger, their gen- 
eral abilities increase, and their life outside the home expands. 
However, like a childhood tongue that has been forgotten through 
subsequent disuse, the self-reactions of body overconcem once they 
have been acquired can be quickly relearned later in life if the 
occasion favors their revival. This relative ease in relearning a 
neglected skill helps to account for the observed fact that, under 
objectively comparable stress or frustration, a minority of indi- 
viduals quickly develops body overconcem while the majority 
does not. It also sheds light upon the so-called ‘‘choice of symp- 
toms,” that is, the tendency of certain adults to react, always with 
symptoms belonging to the same organ or systemM^ 

An interesting variant of the hypochondriacal family is the one 
in which there is strong and unremitting emphasis upon strength 
and good health. This pattern of body overconcern deserves special 
mention heie because it is so often misidentified, particularly by the 
members of such a family themselves. Table-talk centers about the 
virtue of keeping always fit. Taking care of oneself is unmistakably 
regarded as a sacred duty, and daily dozens may usurp the place 
held in earlier generations by daily prayer. The family diet is 
manipulated into unusual and often bizarre designs. Alimentation 
is watched over vigilantly and proudly, and in some families it is 
the usual topic of breakfast conversation, where it is discussed as 


Woltmann points out that the elderly ‘‘neurotic’^ sometimes gives a 
Wstory of recurrent complaints over several decades which always implicate 
tJ^^ame^ organ or See, "Neuropsychiatric geriatrics,” ArcK O^thal, 
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though it were somehow linked to the progress of civilization. It is 
no accident that the practicing head of many a family of health 
faddists is himself a former hypochondriac whose faith in exercise 
and diet has healed him. The danger of making such a fetish of 
perfect health is that it is likely in the end to boomerang. Sooner 
or later m everyone s life the body is sure to begin giving some poor 
performances. And then, whoever has built his whole personal 
security upon its perfection will find the very foundations of his 
security crumbling when he most needs them. 


Ag^ious and oversolicitous parents 

^Parents need not themselves be hypochondriacal to induce hypo- 
*ondria in their offspring. Parental anxiety jh- solicitude over the 
child s health can have the same outcome. The mother who worries 
aloud over her child’s every little discomfort or pain, over his minor 
digestive upsets and coughing spells, and over every bump and 
unimportant injury he sustains, is very apt to build up correspond- 
ing self-reactions in the child s own behavior. By taking over his 
/mothers reactions of oversolicitude to him, as his own reactions to 
himself, the child may acquire enduring hypochondriacal self -atti- 
tudes. He sees himself as his mother sees him, as a person whose 
organs, parts and functions need special care and supervision if 
they are to make the grade. He learns to guard and conserve his 
strength, to give up and go to bed at the first sign of dysfunction. 
He learns to exact and expect special care and consideration from 
everyone and to tell others, as he has been taught to tell his mother, 
about the variations in his physiology to which his home tr ainin g 
has made him reaction-sensitive.^ 

Persons whose childhood homes have been dominated by paren- 
tal anxiety may develop body overconcern as one expression of 
their ovm acquired general insecurity, even though the parental 
anxiety was not related to health. 


A man of thirty-two with many hypochondriacal complaints grew 
up with a mother who “worried about everything” and periodically 
went all to pieces, and a father who worried continually over 
losing his job and told his children over and over that they would 
starve to death after he was dead and gone. Actually the family 
never WM in want and the patient himself prospered in life, but he, 
his bromer and one of his two sisters were chronically worried over 
not having enough to live on. One night, two years before he came 
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for consultation, the patient was awakened by pains in his diest and 
upper abdomen. He thought at once that this might be a serious 
illness which would invalid him and beggar his wife and children. 
Heart disease, cancer, pneumonia, hemorrhage and a "stroke” were 
his jesses. He was dissatisfied with a medical examination he 
received and suspected that he was given a sedative only because 
he was too far gone for help. His complaints multiplied and he 
devoted more and more of his thought and attention to them. His 
days were spent in worry, his sleep was broken and he "found no 
ple^ure in anything." He reacted well to a thorough diagnostic 
study, which seemed to impress him because he received so many 
different examinations, x-rays and tests. All findings were negative 
for organ and tissue pathology. 

Not every child of anxious or oversolicitous parents will develop 
and maintain seriously hypochondriacal attitudes throughout his 
childhood. The little chronic invalid with the sound body is really 
a great exception. A child’s most efiFective protection is that he has 
two parents whose attitudes toward him are not likely to be identi- 
cal. When his father scoffs at his mother’s oversolicitude, the child 
may resent it, but he cannot easily escape acquiring an attitude of 
doubt himself. If he is fortunate he will also have siblings, and 
siblings are rarely inclined to condone weakness and com plainin g 
in a contemporary. Even the only child of anxious parents one day 
joins the company of neighborhood children who have better forms 
of entertainment than body overconcem and a different scale of 
values. Of course a pattern of childhood hypochondria growing out 
of parental anxiety and solicitude, even though abandoned later, 
has the same likelihood of easy arousal in adolescent or adult life 
that hypochondria acquired directly from a parental pattern has. 

In^ence of illness or injury 

^Illness or injury is a frequent starting-point for the development 
or habitual body overconcern, in adolescents and adults as well as 
in children.*® The incapacitated person is a dependent person, 
whatever his age. If illness or injury exposes him to the experiences 
of prolonged inactivity, helplessness, pain and threats to his security 
he may acquire habitual self-reactions of protecting, sparing, wor- 
rying and talking about his body which far outlast the need for 

16 D. Lew, “Body interest in children,” Amer. Jour. Tsuchiat., 1932, vol. 89 
pp. 295-315. ’ 
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them. His premorbid attitudes, and the attitudes he is encouraged 
to develop while he is laid up, are themselves determinants of his 
self-reactions after he has recovered. The man, woman or child 
who before illness or injury has been generally insecure in relation 
to danger, losses, threats or deprivations — whether their sources be 
^"sonal, other-personal or impersonal - is more likely than the 
Average to show overconcern during an illness and to maintain an 
/overprotective attitude after it is over. The same outcome may be 
expected in perfectionistic persons who have habitually depended 
upon their health, appearance and physiological integrity for their 
personal or social status and their sense of adequacy. Naturally, 
chronic illnesses and long drawn out convalescence present the 
patient with greater opportunities for acqujring fixed attitudes of 
overconcern than do acute illnesses with rapid recovery. Hence the 
importance of minimizing the period of inactivity in persons shqw- 

T g unusual anxiety or dependence during their convalescence. ^ 
During illness and convalescence the warnings, instructions and 
predictions given a patient, and the comments made in his presence, 
may have a determining influence upon the completeness of his 
recovei^ It is often essential to the safety of a sick or injured per- 
son that he be taught to guard against certain things and to watch 
out for certain danger signals. The physician cannot sit with the 
patient twenty-four hours a day, and even if he did he would still 
have to depend upon the patient’s verbal report for many of the 
most important symptoms. Unfortunately the danger signals a 
patient learns to notice and report are the very changes in his 
physiology that can become the basis for a lasting hypochondriacal 
attitude. Too many warnings, too much advice, and too many frag- 
ments of information and casual comments lead easily to body over- 
concern, and this may prove more of a handicap to the patient than 
any predictable outcome of body neglect. For the adult who in 
childhood has developed and then lost hypochondriacal attitudes, 
the physician’s warnings are often taken too literally and his in- 
stmctions followed too completely and too long.“ Hospitalization 
with its unfamiliar sights and sounds, the tales and rumors supplied 
by other patients and by the ghoulish raconteurs who come as vis- 
itors, present the generally insecure adult or child with special 
hazards for his future. 


i 


“Iatrogenic factots in diseases,” Dis. Nervous System 
1941, vol, 2, pp. 342-356. ^ 
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Internists and surgeons meet patients who when well show only 
an average interest in health and disease, but who during an illnei 
develop exaggerated, though transitory body concern. For these 
individuals the circumstance of being sick is apparently all that is 
needed to rearouse old self -reactions of vigilance, an inclination to 
see danger on all sides, to anticipate major operations or a fatal 
outcome, and to develop supernumerary complaints which cannot 
be accounted for in the pathology of their present illness. With 
clinical improvement the body overconcem dissolves, only to reap- 
pear with a subsequent illness. Similar complaints, misgivings and 
fearful anticipations appear in some persons during periods of re- 
duction in general vigor, such as occurs in prolonged fatigue follow- 
ing unusual exertion, strain, vigil or exposure, and during recovery 
from injury. These individuals are unable to accept the unaccus- 
tomed physiological stimulation and the changed status of relative 
incapacity without susp^ting spmething more dangerous, and then 
looking for signs of itVlllpcSs in others, particularly disabling or 
fatal illness, may provdk^ypochondriacal episodes at any age, al- 
though middle-life and later maturity seem the most susceptible 
periods. Any of these isolated attacks of overconcem must be 
looked upon as anxiety equivalents, just as are cases of transient, 
episodic hypochondria in persons who are acutely anxious for rea- 
sras other than iljjiess or reduction in vigor Jy 
JB^iblic healjjr'campaigns have their hypochondriacal victims. In 
Holding out new hope they also spread new fear. By them people 
are encouraged in the interest of early diagnosis to watch out for 
early signs, and told what may happen if early signs go unheeded. 
Thus, during publicity campaigns against cancer, tuberculosis and 
syphilis, many thousands of persons appear in physician’s oflSces 
and out-patient clinics already convinced by what they have read y 
that they are seriously ill and in danger. Some of them are able to 
accept reassurance after examination, but many need more than 
reassurance to return them to full usefulness. It would, indeed, be 
a poorly conceived public health program that did not arouse 
neglectful persons to greater alertness in health matters. Among 
the potential beneficiaries of such a program are these susceptible 
few whose previous background or coexisting personal difficulties 
make their suspicions of ill-health easy to arouse and dfficult to 
allay. They are the casualties that go with the victories.^^ 
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Hypochondria os on odjustive technique 

We consider body overconcem to be an adjustive technique if it 
originates or is used habitually as a method of overcoming, avoid- 
ing, circumventing, escaping or ignoring frustration and threat, or 
of increasing one’s rewards and one’s acceptance by others and re- 
ducing punishment or deprivation, As we have already pointed 
out, adjustive techniques to be efiFective need not be planned, iden- 
tified, or even understood by the person using th ^m . If, for ex- 
ample, body overconcem is successful in bringing immediate relief 
from tension, or in increasing one’s rewards, it is likely to persist as 
one’s habitual preferred adjustive technique until something else 
interferes with its practice or it fails to yield dividends. However, 
if body overconcem once becomes an established reaction to difii- 
culty, there is always the danger that it may persist even though it 
no longer accomplishes anything useful, and even though it may 
^d a person into greater difiiculties than it overcomes. This com- 
y«ion outcome in hypochondria is comparable with that which we 
/ discussed in overprotected children. They continue for years to use 
methods of dealing with their peers which they acquired at home 
in the mother-child relationship, even though the methods bring 
them defeat, loss in prestige and serious restrictions in companion- 
ship. In both instances, long practice and secondary needs result 
im^e perpetuation of an inadequate mode of reaction. 

/The use of hypochondria as an instrument of aggression or re- 
>je ngfi is qu it e co ninmn. A child whose parents "are easily fright^ 
ened by complaints of illness may learn to develop complaints 
whenever he is thwarted or displeased, even though his symptoms 
make him anxious also. He is likely in adolescence and adulthood 
to continue using the same means of overcoming obstacles and 
having his own way, or to avenge himself upon those who success- 
fully Awart him. Adults without a hypochondriacal background 
sometimes learn to control and punish others by body complaints 
through their previous success in doing so during an illness. Unruly 
households and straying husbands are often easier to keep in check, 

\ for example, as long as the shadow of an illness hangs over one. A 
\ man who has never been able to have his way in the home before, 
may likewise discover all opposftion melting before the threatened 
r^rn of his ulcer symptoms. 

(Occasionally the hypochondriacal invalid or semi-invalid grows 
into a household tyrant. He or she must have special food and 
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dr^, the best chair and the best bed, entertainment as desired and 
quiet when ordered. In extreme cases the children of a chronically 
hypochondriacal parent may not go out to play or choose outside 
friends, fall in love, marry or leave home unless it pleases the 
parent to allow it. These developments in our culture are di£Bcult 
to combat because sick and disabled persons are given the right to 
expect special consideration, and in the eyes of the hypochondriacal 
patient he is entitled by custom to the same treatment as any other 
person with similar symptoms. If he is denied this right by mem- 
bers of his family, his indignation or his silent but recognizable re- 
proach is likely to arouse si^cient guilt in them to overcome their 
OMOsition or indifference./ 

^ody overconcern often develops or persists because complaints 
^re attention -^^in^ This use of hypo^ondria is encountered at 
all periods of life, but particularly whentosecurity because of rival- 
^ ry and neglect are prevalent- as, f u i LAaiit^ , in chUdhood competi- 
tion for maternal affection^ in middle-life under conditions of 
marital or filial neglect, an43wi old age when a person finds himself 
losing significance and prestige. Disease, injury, an operation or a 
behavior disorder sometimes introduces a person for the first time 
in his life to the experience of being fussed over and waited upon, 
of haying sympathetic visitors who come with flowers, gifts and the 
greetings of others, and who show a genuine interest in the invalid’s 
wishes and opinions. The prospect of a return to the old status of 
an ordinary, unnoticed individual in a humdrum world of routine 
is likely to drag convalescence out into chronic body overconcem, 
and usually without the patient’s recognizing what he is doing or 

^y. 

I A not infrequent outgrowth of role-taking and identification is > 
that of developing hypochondriacal complaints which correspond / 
to the symptoms complained of by a loved or envied personA One/ 
sees husbands, for example, who develop morning sickness^vhen 
their newly pregnant wives do. Indeed, there is a widespread beUef 
that this phenomenon indicates a semi-mystical, sympathetic har- 
mony between husband and wife. Role-taking and identification 
often lead to the development and recurrence of another person’s 
symptoms in such a way as to arouse acute tensions instead of re- 
ducing them. This was obvious in the cardiovascular complaints of 


n, pp. 


Kanner, “The invalid reaction in children,” Jour. Pediatrics, 1937, vol. 
341-355, 
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the patient, cited above, whose first hypodiondriacal illness fol- 
lowed the cardiac death of a favorite unde at the theater, and 
whose second illness appeared after more than a decade of fr>w»doTn 
from complaints, when the patient’s father began having heart 
attadcs. The maladaptive character of sudi hypochondria is no 
apparent than ite relationship to the illness of a loved persoa 
Vf^^^ceiQfwwsafiofvhypochondria is used a great deal by persons 
all ages who fail to derive adequate satisfaction from other be- 
havior, but succeed in gaining it through excessive body preoccupa- 
tion. The defeated, neglected, unhappy, disappointed or disillu- 
sioned individual may find body-care solacing and emotionally re- 
warding. It seems to function sometimes as a substitute both for 
the care one has previously been able to giv^ to others and for the 
attention one has previously received from others. Once body over- 
concern has successfully replaced lost interests in a person’s life, to 
relinquish it might mean to give up the one thing that is pro- 
tecting him from having to face his intolerable loss. Under such 
circumstances a hypochondriacal patient can hardly be other than 
an unjust jyAge who wiU accept only one verdict concerning a body 
complaint^ 

The follmving case illustrates compensatory hypochondria in an 
unmarried woman of twenty-nine whose widowed father re- 
married four years earlier. 

The patient had felt very close to her father as far back as she 
could remember, and he had always called her sweetheart and 
shown her greater affection than he had her only other sibling, a 
younger brother. She had dated considerably in her late teens and 
was contemplating marriage when she was twenty-one, shortly be- 
fore her mother died, reportedly of a uterine mahgnancy. At her 
mothers death, she felt it her duty to give up her job and the man 
she had intended marrying, and take her mother’s place in the 
honie. About a year before her father remarried, the patient devel- 
oped sighing respiration, difficulty in getting a deep breath, and a 
duff ache in her chest when she tried. She could not remember 
whether she knew of her father’s interest in remarrying at the time. 
FoUo^g his remarriage she moved to a rooming house and re- 
turned to work. Her complaints and her concern over them steadily 
increased, her symptoms and their treatment constituting her chief 
mterest in life. She suffered from recurrent headaches, hot fla»]ia<f 
dyspnea, epigastric pain, clouded vision, aches and pains in her 
limbs and difficulty in concentrating. All clinical examinations were 
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negative for tissue or oi^ pathology, but the patient to 

consider any possibflity other than a serious systemic She 

maintained that it was the physicians’ duty to find out what this 
disease was, and hers to keep it from growing worse and shorten* 
ing her life. 


We encounter compensatory hypochondria most commonly in 
mid^e and later life. Minor disturbances in one’s physiological 
performance appear more readily in later maturity than in young 
adulthood. These can easily arouse misgivings in the individual 
who is already anxious and dissatisfied because of his changed 
status in society. When the limits of a person’s life horizons appear 
and his hopes begin to fade, when his children grow into adults 
and leave home, when death enters the circle of his friends and 
relatives to make a person more and more alone, and less and less 
secure, he may be driven to watch constantly over his health and 
anxiously conserve his strength, even though his exaggerated watch- 
fulness, anxiety and conservation disturb him far more than they 
comfort him. 


perhaps the best-known of all adjustive uses to which hypochon- 
dria is put is that of TOtiotuHizins. away fai lure, inadequacy and 
humiliation. If a person is sick or in pain, it is customary in our 
culture to excuse his poor performance, and to reward even his 
mediocre achievements with praise which they would not earn if 
he were well “How she ever keeps going,” one hears it said of 
hypochondriacal as well as of other patients, “is something I can 
never understand!” Unforgiving attitudes in our competitive society 
are almost the rule toward incompetence on personal grounds but 
not toward cardiac, gastrointestinal or genito-urinary incompetence. 
An unsuccessful man can keep his own self-respect and the esteem 
of others if he can attribute his failures to a body that refuses to 
support his efforts. A neglected woman can focus others’ and her 
own interest upon her body complaints, thus sidestepping the need 
for personal explanations that would certainly humiliate her with- 
out justifying her. Boys and girls, who for any reason cannot face 
competition with their contemporaries, can raise the complaint of 
ill health or frailty as a shield to protect them from taunts and self- 
^tempt^ 

/ HypodSndria is frequently part of an escape technique a nd, as 
sttch, exposes patients to the danger of s^^ disarticulation and 
the evolution of seriously eccentric, asocial behavior as a secondary 
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development. A person’s assertion and belief that he is not well 
enable him to remain relatively inaccessible to the reactions of 
others {insvloHon), or to decline or actively resist participation in 
social behavior (negativism), if accessibility or participation arouses 
intoleraUe tensions or interferes with more highly valued satis- 
faction^ 

A thirty-two-year-old married woman complained that she had 
never been strong or well since the birth of her one nhilH eight 
years earlier. During her pregnancy she had suffered from general 
weakness, aches and pains in her logs, headaches and respiratory 
embarrassment. The weakness, headaches and pains in her legs 
persisted after delivery; difficulty in walking and burning pains in 
abdomen and chest were added to these Complaints in the ensuing 
years. The patient felt less and less able to entertain visitors or go 
to others’ homes. Her contact with the outside world had become 
virtually restricted to neighborhood shopping and the movies. Her 
husband added some pertinent data to the foregoing. The patient 
had been shy and retiring even before her pregnancy and probably 
during most of her childhood. She was frightened and shamed by 
her pregnancy and resented being looked over when she went out. 
Some time after delivery she quarreled with a neighbor woman, ac- 
cusing her of throwing dirt on the baby’s diapers while they were 
on the washline. The patient expressed fear to her husband that 
her neighbor would turn others against her, and later on expressed 
the conviction that this had actually happened. It was during this 
period that she began avoiding others on the basis of weakness, 
pain and illness. Her manner of living unfortunately drifted gradu- 
ally into that of a hypochondriacal recluse with numerous delu- 
sional beliefs. In spite of her delusions and her seclusive mode of 
life, however, this patient managed to function quite competently 
in the home. ^ 

Jpuilty self-reactions often complicate the clinical picture. Some 
^rsons withdraw because they consider themselves unfit for the 
company of others, and develop hypochondria because they believe 
they have weakened or injured themselves, particularly if their 
confficts revolve about sex fantasy and deed. Other guilt-burdened 
patients renounce a full life, and accept personality impoverish- 
ment, because they find repression inadequate unless they curb 
their activities stripy and thus eh'minate situations that stimulate 
guilty conflicts. We have already considered elsewhere the appear- 
ance of regressive dependence upon others in hypochondria, the 
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regressive revival of body-care as a chief source of satisfaction, and 
the use of hypochondria as a means of increasing ones opportuni- 
ties for fantasy by withdrawing and thus reducing interference 
from without, 


Hypochondria and malingering 

Body overconcem often brings many advantages to the hypo- 
chondriacal person, providing him with protection, exemptions, 
privileges and rewards which he might not otherwise enjoy. This 
fact at once raises the question. Is hypochondria often deliberately 
planned and carried out as a means of deceiving others, or are its 
secondary gains unplanned and unforeseen by patients? Patients 
who flee deliberately and admittedly into hypochondria are prob- 
ably few in number, and of those few, most seem quickly to forget 
the trail by which they have come. The great majority drift into 
body overconcern through genuine self-deception, rather than flee 
into it according to plan. They expect others to believe in their 
complaints because they do themselves. In making a diagnosis of 
hypochondria, we exclude from consideration, as malingering, any 
pretended complaints in which the person examined does not hint- 
self believe at the time of the diagnostic examination?^ Pretended 
complaints may, of course, develop ultimately into body overcon- 
cem, but only if they succeed in persuading the plaintiff himself 
that he is ill. 


We must not be so impressed by the secondary gains of hypo- 
chondria as to lose sight of the losses it entails. The freedom, 
pleasures and privileges of the sound in body must be renounced 
by anyone who plays the role of a sick person, no matter whether 
it is disease, injury, need or anxiety that assigns him the role. Body 
overconcem as an adjustive technique brings the individual peace 
at a price. For many hypochondriacs, as we have indicated, the 
^i^l®8®^cies, sacrifices and anxieties which their body overconcem 
brings in its train lead into situations even worse and less satisfying 
than the original ones from which their hypochondria once extri- 
cated them. And yet, in spite of the most serious disadvantages, 
patients remain hypochondriacal. They do not turn body over- 
concem on and off as the winds of their fortunes change. The envy 
that self-condemned chronic invalids express for the robustness of 

subject is still the text by W. Jones and 
L>Llewellyn, Malingering. Philadelphia; Bkkiston, 1917 . ’’ 
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others is just as genuine as the envy that well persons sometimes 
feel for the “easy” life of an invalid. Each wotild like to have what 
the other enjoys without having to give up his own status. 


HYPOCHONDRIA IN RELATION TO OTHER BEHAVIOR DISORDERS 

Behavior disorders, uee have-snid, must not be regarded as mutu- 
ally exclusive disease entities. Instead, they are convenient group- 
ings of related signs and symptoms, dictated by professional need 
and put together on the basis of professional experience. Each dis- 
order has antecedents, a background and a more or less character- 
istic course of development. Early in this development a disorder 
may remain for some time unclassifiable befcause of the variety and 
instability of the symptomatology or because no one group of symp- 
toms dominates the clinical picture. Every conscientious f'limViQn 
meets cases which he never succeeds in classifying satisfactorily. 
But usually, as behavior pathology develops, a point is reached at 
which maladaptive behavior patterns become sufficiently distinct 
and stable to make it both practicable and desirable to reach a dif- 
ferential diagnosis. In the following paragraphs we shall point out 
some of the criteria which make a distinction between hypochon- 
dria and other behavior disorders possible, and indicate the occur- 
rence of hypochondriacal complaints as incidental components of 

2 r behavior disorders. 

ypochondria differs from hysteria, with which it is most often 
used, in a fundamental characteristic. In hypochondria the 
organ, part or function complained about may be quite normal, but 
&e patient reacts to it with exaggerated concern, focussing upon 
it his major care and attention. In hysteria an organ, part or fimc- 
tion may be performing quite abnormally, and yet the patient char- 
acteristically shows relative unconcern over it. In one, the patient 
contoually calls attention to a disability or defect which is not 
obvious to the clinician, whereas in the other he neglects, or accepts 
with little protest, a disability or defect which is. In fatigue syn- 
dromes, which we shall take up in the next chapter, hypochon- 
driacal complaints are nearly always present, but they occupy a 
secondary position in the patient s preoccupations and are attributed 
W him to his general weakness and malaise./ 

I Body overconcem is also common in anxiety disorders. Here as 
elsewhere, the differentiation must be made largely on the basis of 
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relative dominance or relative importance of the distinctive signs 
and symptoms. In extreme cases the hypochondriacal patient, al- 
though exhibiting intense preoccupation with his symptoms and / 
even building his life around them, shows little or no evidence of 
anxiety. On the other hand, body overconcem in extreme anxiety 
reactions can usually be shown to symbolize or be secondary to 
other, more fundamental fear excitants. If anxiety and body over- 
concem seem equally prominent in a given case it makes little dif- 
ference to anyone but the statistician whether someone r^allc ft 
anxiety reaction or hypochondria. We have already considered 
transient hypochondriacal complaints as possible anxiety 'Equiv- 
alents. Body overconcern also appears in \sQmpulsive disord^ but 
there, as in anxiety disorders, a difFerentiation can usually be made i/ 
on the basis of dominance and relative import^ce^ 

^Body overconcem is a common complaint in ^armoid dialers. 1/ 
In some instances it amounts to a fixed delusion ^ich is woven into 
whatever general pattern of insecurity, rationalization and projection 
may prevail in a given case. Occasionally a single, monotonous 
complaint becomes a nucleus around which a rigid and limited 
delusional system is organized (so-called “paranoia mite”). It is an 
old story that l^chizophtenia and depressions Joften follow upon a 
period of hypo^ondriacal complaining, and that body complaints 
with or without appropriate emotional attitudes are prominent in 
both psychoses. The hypochondriacal beliefs ofFdepressgd'persons 
generally run in the direction of maladies whicnln^ribepunitive, 
retributive, degrading, disabling or catastrophic. The hypochon- 
driacal complaints of schizophrenics may duplicate depressive ones 
but are likely to be queer, bizarre, poorly organized and often 
stated without appropriate emotional reaction. J 
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Fatigue Syndromes 


FATIGUE SYNDROMES, Under various names, 
have been the subject of lively controversy In this country for almost 
a century. At one time “nervous exhaustion” or “neurasthenia” was 
believed to be so characteristic of our nationak that it was nick- 
named The American Disease. Beard, who first applied the term 
“neurasthenia” to the fatigue syndrome, maintained that it resulted 
from the strain of prolonged conflict. For him, however, the con- 
flict was one arising out of life in a pioneer land where, although 
competition was ruthless and unprincipled, people were still held 
to the strict social and ethical standards of an old and stable Euro- 
pean culture.^ For several decades it was generally agreed’ that 
such a co^ct, if long continued, might actually deplete the nerves 
of essential biochemical materials and thus weaken the whole 
nervous system, 

Tke toeatment for “nervous exhaustion,” perfected in later years 
by Weir Mitchell, was aimed at correcting this alleged depletion 
Complete bed rest was ordered for the patient, 
visitors were excluded. Lights and sounds were muted. Soft- 
spoken nurses glided noiselessly about, waiting hand and foot upon 
fte patient, who was forbidden to make unnecessary movements. 
M^sage and mild electrical stimulation were given methodically. 

his regime, known as the “rest-cure” or “neurasthenic isolation ” 
was usually supplemented by a diet rich in those ingredients of the 
nerve substance supposedly drained off by the exhausting life 
s gg e. In its complete form the rest-cure was necessarily an 
expensive luxury which few could afford. 


Treatise on Nervous Exhaustion (Neurasthenia) Its 
^ W WT?.’ Treatment. New York: WoodfiS 

im: ^ 8*^ ®8ition. Philadelph^; L^piiuiott. 
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The public for the most part still believes in the rest-cure £<» 
behavior disorders, and there still remain a few well-equipped 
places where it can be had almost in its original form. But no justi- 
iication for the Weir Mitchell technique can any longer be claimed. 
In the first place, European physicians reported that the fatigue 
syndrome described by Beard was by no means uncommon in the 
stablest of continental communities. Furthermore, in our own coun- 
try it was pointed out that quite a few “neurasthenic” patients were 
male idlers and sheltered well-to-do women, who could obviously 
not qualify as struggling pioneers. Skeptics among medical men 
next began reporting that they were getting as good or better re- 
sults in their cases without high caloric diets and rest-cures. The 
nerve structures were finally exculpated by the failure of improved 
laboratory and bedside methods to uncover any convincing evi- 
dence in support of nerve-cell depletion, or of anything else that 
could be labeUed “nerve-weakness.” The more alert clinicians soon 
recognized what the situation was. They had been trying to explain 
away a very real behavior disturbance in terms of a very hypo- 
thetical disorder of the nerves.® In short, they had followed the 
lead of their naive patients who took it for granted that fatigue 
reactions were indisputable signs of overexertion or physiological 

As might be expected, not everyone gave up so old and accepted 
a tradition without first attempting to modify the now untenable 
hypothesis. The most popular compromises were those which 
shifted a part of the blame for fatigue syndromes from the nerves 
to other structures. The heart and blood-vessels, for example, were 
declared to be relatively incompetent to withstand hardship or 
strain of any kind, on a constitutional basis, although no valid evi- 
dence was ever provided in support of this assertion. Easy fatiga- 
bility in which there was the complaint of a rapid heart rate or 
palpitation following mild exertion was christened “neuro-circu- 
latory asthenia,” instead of just “neurasthenia.”^ However, this 
compound indictment of the circulation and the nerves proved no 
better founded in physiology than, were the older accusations 

® For an autobio^aphical account of the transformation of a distinguished 
tollower of Weir Mitchell into a distinguished heretic, see T. Ross, The Com- 
mon Neuroses, 2d edition (London: Arnold, 1937), pp. 1-13. 

■* See for example B. Oppenheimer, "Neurocirculatory asthenia and related 
probl^ m military medicine," BuU. New York Acad. Med., 1942, vol. 18 
pp. 3o7-381. * 



226 FATIGUE SYNDROMES 

against the nerves alone. Out of ihis long controversy die one fact 
remaining imdisputed was that patients, who seemed to be med- 
ically sound, were reacting inadequately to the demands of their 
social environment and were ascribing this reaction to quick fatiga- 
bility or chronic fatigue. 

By fatigue syndrome we mean the habitual preoccupation with 
complaints of fatigue or easy fatigability by a person who is not 
suffering from systemic disorder or defect, or whose systemic dis- 
order or defect does not justify his complaints.^ Chronic fatigue and 
easy fatigability, like hypochondriacal preoccupation with disease 
and defect, tend to reduce a person’s social effectiveness by limiting 
his activities and his interests progressively, as he learns to avoid 
situations which seem to provoke or incfease his symptoms. The 
more the patient builds his life around his fatigue and its preven- 
tion, the less able and willing he becomes to participate in the 
social behavior of others, and the less likely he is to be sought after 
by his former associates. In the end, he may be just as badly off as 
Ae hypochondriacal recluse, just as incapacitated and just as 
isolated from the rest of his community. 


COMPLAINTS IN THE FATIGUE SYNDROME 

The dominant complaints which give the name to this behavior 
disorder are those of being constantly fatigued, exhausted, worn 
out, tired and weak, or of having to guard against comparatively 
mild effort and exertion to avoid these symptoms.® The auxiliary 
complaints, which vary a great deal from patient to patient, usually 
include headache and disagreeable head symptoms, poor sleep, 
hypersensitiveness to annoyances, to light and to sound, and di£B- 
culties in remembering and concentrating. As in most other be- 
havior disorders, there may also be complaints of an anxious or 
hypochondriacal character, but when present these are given a rel- 
atively incidental place by the patient in his recital. 

® Easy fatigability upon exertion, which 
tachycardia and dyspnea in the absence of 
times also called ‘effort syndrome" and, in 
® For tabular comparisons of the results o 
of normal controls and patients with fatigu 
ology of Da Costa's syndrome," BHt Med, 

M. Jones and R. Scarisbrick, “Effort intole: 
cases," War Med,, 1942, vol. 2, pp. 901-91 


IS accompanied bv palpitation or 
organ or tissue pathology, is some- 
military circles, “soldiers heart." 
f physiological reactions to exercise 
le syndromes, see P. Wood, “Aeti- 
Jour,, 1941, part 1, pp. 845-850; 
ranee in soldiers; a review of 500 
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Apathetic fatigue 

The following case illustrates the variety of auxiliary symptoma- 
tology encountered in fatigue syndromes and indicates the degree 
to which the apathetic patient may ultimately restrict flie scope of 
his activities by building his life around his symptoms. 

The patient, an unmarried woman of foriy-two, was led to con- 
sult a psychiatrist out of curiosity, according to her statement, 
and without any expectation of getting help. She had never been en- 
gaged in gainful work, but had always helped her mother keep 
house. Her father, a neighborhood merchant, died of “kidney dis- 
ease” when she was twenty-six, and her mother died of “cancer of 
the stomach” eleven years later. The patient, provided with a 
small life-income, lived on alone in the apartment she had shared 
with her mother. She complained of feeling “weak and draggy,” of 
having no stamina, and of being obliged to conserve her strength in 
order to get through the day. These symptoms had been worse 
since her mother s death, but had evidently been present as early 
as her pubescence, and perhaps earlier. She complained also that 
for many years she had suffered from spells in which her head felt 
as though she were on a Great Lakes steamer in rough weather 
Her sleep had been poor as far back as she could remember, apart- 
ment and street noises awakening her at least once every night. 
Sometimes she seemed to be half-awake throughout the night; 
occasionally, but not regularly, she resorted to a mild sedative and 
always slept heavily when she did. 

She never arose feeling rested or refreshed in the morning. 
Dressing was a slow process because hurrying always made her 
heart beat rapidly and wearied her. She prepared and ate her 
meals alone, did her housework in easy stages and punctuated her 
mornings with frequent rest periods on her bed, during which she 
neither read nor hstened to the radio. Her afternoons were spent 
in sewing, reading, listening to the radio or talking with a visitor. 
She had a few close friends of many years^ standing who dropped 
in frequently for an afternoon visit. If more than two were present 
together she found the talk confusing and felt “done up” when they 
left. By telephoning her orders for food she managed to restrict her 
trips out of the apartment to one or two a week. On her way out 
and on her way back, she paused at each landing until her heart 
beat came down to normal. She was unable to attend church or 
go to the movies because of her fatigability. Her evenings were 
spent in preparing for and going to bed, and in listening to the 
radio there or reading. She seldom settled down to sleep before 
midnight. 
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In addition to her head symptoms, rapid heart-rate on mild exer- 
tion, poor sl^ and nocturnal sensitivity to sound, this patient com- 
plains^ of ringing in her ears, floating spots before her eyes, poor 
appetite, chronic constipation, backaches and inability to recall con- 
versations and stories she had been listening to or reading. She 
readily admitted daydreaming a great deal, but asserted that this 
was confined to recalling the themes of recently heard or read 
stories, and incidents from the old days with her parents. As far back 
as she could remember she had been interested in romance but 
never, she added, in men or in marrying. She declined to consider 
cooperation in any form of therapy because, she said, no one knew 
enough to help her. She did not avail herself of the invitation given 
her to return at her convenience. 

i 

■Hie case just cited is exceptionally severe, but it typifies the 
resigned, apathetic syndrome. In many cases apathetic fatigue 
seems to originate early in childhood, persists into maturity and 
dominates the person s whole life pattern. Sometimes the habitual 
fatigue reactions appear to be bttle more than an exaggerated 
acquiescence in a parental program of overtraining one in the tech- 
niques of avoiding tlie dangers of exertion. Sometimes they repre- 
sent a costly defense against temptations, erected with the help of a 
parent who regards no price too high to pay for innocence. Resig- 
nation and apathy in fatigue syndromes are perhaps most often the 
marks of an end-stage that is reached after a long but unsuccessful 
tense struggle with frustration, anxiety and disappointment in 
adulthood. 

Tense fatigue 

Less clearly defined, but commoner as well as more treatable 
than the preceding, are fatigue syndromes which are neither end- 
stages nor apathetic. The patient is tense, wearied and discouraged 
but he is not ready to give up the struggle in which he is engaged, 
even though he does not understand it The following case will 
serve as an illustration. 

An unmarried law student, twenty-two years of age, was referred 
for psychiatric consultation with the complaint of chronic fatigue 
over a period of two years for which no basis in systemic disorder 
could be found. The patient first noticed his fatigue during the last 
semester of his pre-law course, whenever he tried to study in the 
evening. This difficulty persisted into his law school years where 
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It bwame a much more serious matter because of tiie greater de- 
mands made upon his time. He could not concentrate on his work 
e pages swm before his eyes, every sound disturbed him and 
e <Mu not sit still. He tried going to bed after dinner and getting 
up later to study, but he foimd that he was “in a fog” and could 
not even tmderstand what he was reading. Getting up early in the 
morning brought no better success; he could not get suflSciently 
aw e to study. He began falling behind in his work, slept poorly 
Md awakened every morning tired and discouraged. The light in 
his classrooms began hurting his eyes and distracting his attention 
from the interminable lectures, and the same difficulty made study- 
ing m the law hbrary painful and ineffectual. He grew irritable and 
surly towaid his classmates. At the end of the year he managed to 

pt through aU his courses but with the lowest grades of his career 
to date. 

He spent iffie summer montlis yacationing at home where his 
condition at first definitely improved. However as September drew 
near he began sleeping poorly and again felt worn out. When he 
returned to the school situation for the fall term aU of his difficulties 
of the preTCdmg year reappeared. He felt exhausted and discour- 

poorly, lost his appetite, could 
not study and began feeling as though he had an iron band press- 
ing on his temples and forehead. He received a “condition” in a 
major course and was placed on probation. On the advice of his 
fnen^ he tried playing volley ball to invigorate him, and when he 
found that this seemed to exhaust him more than ever, he decided 
that he must be ill since play had the same effect on him as work. 
It was this conclusion that led him to seek help. 

The patient was the youngest of three siblings and the only boy 
earmarked from birth as a future lawyer by his lawyer father. His 
overprotectiye dominating mother had brought him up strictly, but 
as a frail chfid who was constantly being warned against over- 
exertion and illness by her and by his older sisters. He neyer ques- 
tioned his futme career until he went to coffege, away from home, 
and discovered how varied the plans of other men were, how much 
pleasure there was in spending time freely and particularly in the 
company of women his own age. The closer he approached to law 
school the less attoactive seemed the three-year grind and life in his 
fathers office. He became involved in sex adventures which con- 
ffic^ sharply with his earlier acquired ethical standards, and finally 
he had to make the miserable choice of a law career he did not 
wmt instead of a marriage that he did. This was the setting in 
which his first fatigue symptoms developed. Once in tiie law 
school, he found no time for anything but study, and attempted to 
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ovwsOTue his loneliness and disappointment by reverting to auto- 
®rotism. This, however, failed to bring him satisfaction commen* 
smate with the guilt it rearoused, and his struggles with it con- 
tributed greatly to his tension and discouragement. He finally de- 
cided that the only way out of his now intolerable predicament was 
to quit the law for a business career before failure in his studies 
drove hta to it. He appeared immensely relieved by the 
termination of his studies and faced the prospect of a storm at home 
with surprising equanimity. 

Auxiliary complaints in the fatigue syndrome 
Auxiliary complaints such as those listed earlier may have the 
same origins as the dominant complaWs of fatigue and easy fatiga- 
bility, or they may be secondary effects of the patient’s modified 
and usually unhygienic mode of life. Insomnia, for example, is a 
common outgrowth of conflict and of failure to derive adequate 
satisfaction and gratification in one’s daily life. But insomnia is also 
a consequence of inadequate exercise, continual resting during the 
day, early retiring and late arising -all typical of the chronically 
fatigued patient’s routine. Complaints of irritability, headache and 
disagreeable head svmptoms may be present in any tension state 
and, for that matter, in normal persons who have been losing sleep 
for any reason whatever. 

The hypersensitivity to sound and light so often complained of in 
fatigue syndromes is not, of course, an indication of increased re- 
ceptor-cell acuity, but the result of progressive reaction sensitiza- 
tion. Frequently the reaction-sensitivity is acquired during tension 
fatigue and carried over as an established habit into a later apa- 
thetic end-stage. Patients who cannot stand the ticking of a clock 
may actually score below average in an audiometric test. The 
visual hypersensitivity in fatigue syndromes is sometimes compli- 
cated by conjunctivai irritation and photalgia, secondary to pro- 
longed poor sleep. The complaints of forgetfulness and difiBculty 
in concentrating on a task, which are common to many of the be- 
havior disorders, seem to be the incidental by-products of tension, 
conflict, aversion or preoccupation. 

Fatigue syndromes in relation to organ and tissue pathology 
A difiBcult task faces the diagnostician or therapist when he at- 
^pts to evaluate complaints of chronic fatigue or easy fatigabil- 
ity in relation to known organ pathology and systemic disease. 
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What fatigue reactions in a given case are justified the objedave 
evidence and what constitutes excessive complaining? Even among 
normal persons, under strictly comparable conditions of work and 
stress, there are wide variations in the rate of development, the 
severity and the persistence of fatigue reactions. In sick or conva- 
lescent persons complaints of fatigue and easy fatigability, like 
those of pain and discomfort, are often valuable indicators of sys- 
temic dysfunction or of unwise exertion. On the other hand one 
must not forget that fatigue reactions, whether justifiable in terms 
o organ pathology or not, may be increased by fear, anxiety or 
anticipation, and inhibited or masked as a result of reassurance by 
and confidence in the therapist. Moreover, fatigue complaints are 
utilized deliberately or unwittingly to increase or prolong sympathy, 
^ection and privUege. Finally, like the chronic hypochondriac^’ 
the chronically fatigued and fatigable patient must one day also 
die, and not of his fatigue. 


BIOSOCIAL BASES OF FATIGUE REACTONS 

Complaints of continual fatigue and easy fatigability, in persons 
not suftering from systemic disease or defect sufficient to account 
for them, are always acquired reactions. They occur with less 
frequency than hypochondriacal complaints, probably because 
fatigue reactions are less acceptable as excnises for inadequacy in 
our culture, but they confront us with the same fundamental prob- 
lems. These problems are. Out of what characteristics of normal 
human behavior do fatigue syndromes develop? and. What deter- 
minants seem to favor the development of a fatigue syndrome in a 
given individual? In the present section we shall discuss the bio- 
social bases which make it possible for anyone to develop a fatigue 
syndrome, and in the section following we shall consider the deter- 
minants of individual differences in susceptibility. 


The biosocial matrix of fatigue syndromes 
Fatigue syndromes, no less than hypochondria, require for then- 
development some basis in the human body, some changes around 
which fatigue reactions may be organized by the individual. How- 
ever, as Bartley and Chute have pointed out,’’ fatigue is not a 


7s. Bartley and E. Chute, “A preliminaiy clarification of the concept of 
fatigue, PsychoL Rev., 1945, voL 53, pp. 109-174. ^ 
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simple energy concept but an expression of one's general align- 
ment with reference to activity, a reaction therefore of the whole 
person. Fatigue complaints should be interpreted as statements of 
unreadiness for or aversion to new or further activity, whether the 
attitude of unreadiness or aversion results from the eflFects of recent 
exertion or overwork, from lack of adequate rest and sleep, or from 
prolonged anxiety and the frustration of important needs. We are 
often mipressed by the confusion most patients show in attributing 
their fatigue reactions to exertion, illness or lack of adequate rest 
when actually frustration and anxiety setem to us the more obvious 
excitants. However, so nearly universal is this confusion among 
normal persons, that we must regard it rather as an indication of 
the similarity -perhaps identity -of the self-attitudes of unreadi- 
ness or aversion which the various fatigue excitants elicit in every- 
day life. ^ 

As a matter of fact, the many needs which drive men on to work 
-for security and prestige as well as for food and shelter - are so 
inextricably intertwined that no one can say whether fatigue among 
normal adults develops more commonly as a result of work or of 
anxiety and frustration. The very work that a man must do be- 
cause of certain needs is bound to interfere with the satisfaction 
of other needs and thus become itself a condition of new frustration 
and anxiety. F or the ordinary business man or factory worker there 
is the ever-present competition with one's equals, the subordination 
to ones superior, and the necessity for self-control in relations 
with one s subordinates — all of which may impose frustrating or 
anxiety-provoking restraints upon free action. Men are continually 
meeting with delay and thwarting in the realization of their plans 
for personal advancement and work achievement; or, having ad- 
vanced and achieved, they fail to derive the anticipated satisfac- 
tion or to receive the expected commendation. In cooperative group 
living of any but the simplest kind, no one can entirely escape the 
P^*oblems of ethical conflicts, of divided loyalties, of aggres- 
sion, defense and counter-aggression, the intermittent little crises 
of doubt, suspense, threatened failure or rejection, the flurries of 
resentment, envy and suspicion, or the strain of unstable ambiv- 
alence and incomplete repression. For the person with habitually 
low tolerance for frustration or anxiety the consequences of such 
factors may induce fatigue that is far more difficult to endure or 
overcome than fatigue from uncomplicated hard manual labor. 
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Among women, while competition may be no less important than 
among men, it is usually less immediate and direct because each 
housewife runs something approaching a separate establishment, in 
which she is her own boss during most of the day. On the other 
hand, the subordination to a husband which most women accept is 
subordination from which there is no prospect of promotion. 
Domestic routine is often fully as monotonous as work on an 
assembly line, while the patience demanded of a mother in dealing 
all day with her subordinates, the children, is of a character seldom 
called for under the conditions of business or industrial life. It may 
be true that, as often asserted, the affectional life of a mother is 
fuller than a fathers and more directly satisfying. But, even so, 
the sources of a married woman’s emotional satisfactions are so 
compactly organized around her home that she has a much less 
diversified and therefore more precarious foundation for her life 
than her husband has. When it comes to a question of anxiety and 
frustration in relation to fatigue reactions there is probably little to 
choose between the daily life of men and of women. 

The fatigue complained of by neurotic patients is little more than 
an accentuation or elaboration of the weariness and exhaustion that 
often overtake normal men and women when they find themselves 
faced with tasks and confiicts in everyday life. There is, for ex- 
ample, the fatigue reaction anyone develops temporarily during 
monotonous and distasteful work, or while waiting indefinitely for 
an interview, for someone’s decision, for one’s wife to arrive at an 
appointed place or one’s husband to come home after the dinner 
is ready.® There is the unutterable tedium of boring conversation, 
of raconteurs and unpaid lecturers from whom one cannot escape. 
The mere prospect of drab tasks and dreary cpmpanionship, or of 
approaching failure and disappointment in one’s hopes, is enough 
to precipitate a sudden fatigue reaction. The body sags, the shoul- 
ders^ droop, the jaw loosens and the eyes seem weary, arms and legs 
go limp, and inside there is a sinking, all-gone feeling. Sometimes, 
instead, one grows suddenly tense and strained in a way that would 
be relieved by aggression or flight, but neither aggression nor flight 
is possible. Experiences such as these for most of us are transitory 

® M. Jones and A. ^wis found that their fatigue syndrome patients showed 
much greats fatigability during periods of required physicm exercise ftan 
d^g pen^ spent working in the carpenter shop. “Effort syndrome,” Lancet, 
■^^41, vol,, 240, pp. 813^18. 
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and infrequent. But for the few, made vulnerable by previously 
acquired sensitivity, by habitually low frustration and anxiety tol- 
erance, or by the severity of personal conflict or disappointment, 
fatigue reactions may persist and spread until they form the central 
theme around which the rest of life is organized. 


Acquisition of fatigue reaction-sensitivity 
Everyone learns in childhood to acquire fatigue reactions in rela- 
tion to exertion, rest, sleep and state of health. Because small chil- 
dren cannot sustain activity to the samb degree as an adult, they 
are watched over and questioned as to their readiness for continu- 
ing active behavior. Because the inexperienced small rhilrl tends 
to overexert himself, and is then likely to suffer consequences which 
are punishing to his elders as well as to him, he is deliberately 
trained to develop fatigue self-reactions and use these as a basis 
for discontinuing activity or refusing further effort. In time chil- 
dren learn also that the neglect of fatigue reactions may invite ill- 
ness, that it is praiseworthy to protect oneself from overexertion 
and blameworthy to allow fatigue danger signals to go unheeded. 
It is from such organized normal self-reactions of unreadiness or 
aversion that preoccupation with fatigue or easy fatigability may 
develop, under special conditions, into a fatigue syndrome. 

We do not consider fatigue complaints abnormal, in our culture, 
unless they appear too readily, persist out of all proportion to ap- 
parent exertion, impair a person’s social effectiveness or form a 
nucleus of preoccupation around which the rest of his life is organ- 
ized. In the fatigue syndrome complaints of fatigue and easy fatiga- 
bility are given readily and a great many situations call them forth. 
Must we conclude from this fact that the patient is therefore a “con- 
stitutional inferior,” that is, a poor biological product? Shall we say 
that the otherwise healthy man or woman who complains so often 
and so easily of exhaustion has actually a smaller store of vital 
energy on which to draw? The answer forty years ago would have 
been an unhesitating affirmative. The advice often given such a 
man or woman then was simply to quit struggling against inherent 
weakness and accept a sharply limited life, to avoid exertion and 
accept the role of a biological inferior.® The answer today is no 
longer in the affirmative because fatigue reactions have been shown 


9 This attitude has been recently revived in W. Alvarez, Nervousness Indi- 
gestion and Pain (New York: Harper, 1943), pp. 230-243 and 456-466. 
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to have a much broader base than that of simple energy quanta 
and to be responsive to therapy unrelated to the patient’s strength. 
The whole concept of a fixed store of vital energy, whether it be 
called &an vital or libido, is an anachronism that finds no place in 
modem biology. 

We have already observed that the hypochondriac’s acquired 
readiness-to-react in certain special ways leaves him selectively 
reaction-sensitive to physiological changes which the normal per- 
son would never notice. It is the same in fatigue syndromes. No 
matter how fatigue self-reactions are initiated, and no matter what 
their determinants may be, their mere repetition may be enough to 
make them easier and easier to arouse, and to increase the number 
and variety of the fatigue excitants. In other words, patients ulti- 
mately acquire a lowered general fatigue threshold by a process 
identic^ with that of normal progressive reaction-sensitization. The 
competition of other activities and other stimulation is diminigTiPr| 
or eliminated, and the eflFect of this change is to increase the pre- 
potency, and therefore the clarity, of the fatigue reactions. As ^th 
other human behavior, the longer such reactions are permitted to 
dominate, the more likely they are to develop into an organized 
habitual technique and to become an integral part of an individual’s 
social personality. 

Cumulative and self-perpetuating reactions 
At the same time a patient is developing sensitivity to specific 
fatigue excitants, his reactions show also the tendency to generalize 
to equivalent excitants with which we are familiar in ordinary 
learning. Likewise, as in ordinary learning, the patient seldom rec- 
ognizes or identifies any relationship between original and equiv- 
alent fatigue excitants and therefore rarely understands the spread 
of his fatigue reactions to new situations. Under these circum- 
stances it is almost inevitable that he will interpret his fatigue re- 
actions as the cause of, rather than as expressions of, his unreadi- 
ness or aversion to activity. Once a person has arrived at such an 
interpretation, the most logical steps for him to take are those 
which will avoid fatigue and guard his energy reserves against fur- 
ther depletion. This leads, in turn, to preoccupation with questions 
of what fatigues one more and what fatigues one less. Thus the 
patient unintentionally grows expert in detecting the relatively 
minute precursors of his fatigue reactions and learns further avoid- 
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ance and aversions. He masters the language that his muscles and 
tendons speak, and he learns to give them always first considera- 
tion in the same way the hypochondriac learns to heed the lan- 
guage of his organs and to spare them all he can. 

We know that emotional excitement, whatever its character, may 
involve marked skeletal tensions which far outlast the original stim- 
ulation and are followed by prolonged fatigue reactions. We know 
also that such reactions may summate, each emotional arousal act- 
ing upon an already tense skeletal pattern. Under these circum- 
stances, whatever arouses a patient or keeps him emotionally stim- 
ulated tends to increase and perpetuate his fatigue. Hence, even 
though a person complaining of chronic fatigue isolates himself 
from oAers, he is still subject to the inescapable effects of his own 
symbolic behavior. If his fatigue comes, for example, from an 
adient-avoidant conflict of guilt, though he flees successfully from 
*e conflict situation his guilt may still be with him undiminished 
in his fantasies. If he escapes from public failure by retiring from 
public life, he will still have failure for his companion in his own 
self-attitudes. 

So it is that a patient suffering from a fatigue syndrome need not 
necessarily return to tension-producing or apathy-producing situ- 
ations to sustain his fatigue reactions or even to increase them. His 
own symbolic behavior can alone be quite adequate. And even this 
need not be organized and paraded in conventional phraseology or 
complete thought sequences in order to succeed in arousing his 
fatigue reactions. Any symbolic activity that can continue a con- 
flict in the absence of its original excitants, no matter how frag- 
urentaiy and condensed, will be sufBcient to keep up the visceral 
and the skeletal tensions, to interfere with relaxation and satisfac- 
tion, to prevent or disturb sleep, and to limit a persons potential 
satisfactions. 

Clinically and historically there are especially important relation- 
ships between sex fantasy and fatigue. It is perhaps not surprising, 
in view of the conventional attitudes toward thought as somehow 
unreal, that patients who are habitually engaged in erotic preoccu- 
pations report with complete naivet6 that they indulge in little or 
no sex activity. They frequently express surprise that fantasy 
should be counted at all, for to them imagination seems as func- 
tionless as the steam drifting out of a teacup. Of course rlairng to 
an asexual existence cannot be made on the basis of one’s overt 
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behavior alone. Romantic and erotic daydreaming involves one in 
visceral and skeletal reactions, in definite behavior that can have 
far-reaching effects. Such reactions can and do promote intense 
desire and conflict, bring dissatisfaction or remorse, and result in an 
aftermath of fatigue as pronounced as any induced by overt auto- 
erotism. Erotic daydreaming is an important factor in perpetuating 
some fatigue syndromes. Unfortunately the life of relative seclu- 
sion and apparent idleness which the fatigued patient may adopt 
provides the very setting that is most favorable for uninterrupted 
preoccupation with erotic fantasy. 

Of historical importance is the fact that many of the older 
clinicians were so impressed by the association of fatigue syn- 
dromes with overt autoerotism that they attributed them to the 
direct effects of masturbation. It is rather surprising to find even 
Freud teaching that “neurasthenia” was not so much the result of 
conflict as of direct injury to the nerves from a toxin which he be- 
lieved was produced in excessive masturbation. This was the basis 
for his including “neurasthenia” among the “actual neuroses” which 
he considered outside the province of psychoanalysis. Today we 
still recognize the possible importance of erotic fantasy in the 
fati^e syndrome. But it is the conflict which is effective in pro- 
moting fatigue reactions, conflict between desire and opportunity, 
between one’s needs and one’s ethical self-attitudes, and not just 
the physiological after-effects of masturbation or its hypothetical 
toxins. 


BIOSOCIAL DETERMINANTS OF FATIGUE REAOTONS 

It is clear that fatigue reactions are not in themselves patholog- 
ical, but constitute a part of the everyday behavior of everyone. 
Fatigue excitants range through a wide variety of stimulation, from 
the relatively simple and more obviously related effects of exer- 
tion, illness, injury and intoxication to the complex and more ob- 
scurely related effects of frustration, anxiety and failure. Acquired 
fatigue reactions exhibit the familiar characteristics of learned be- 
havior, including generalization that does not depend upon verbal 
logic, emotional facilitation, interference and displacement, selec- 
tive reaction-sensitivity and progressive sensitization. In our cul- 
ture, individuals are usually excused for idleness, failure, low stand- 
ards of achievement or appearance, inconsiderateness, and unwill- 
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ingness to compete or participate on the basis of fatigue. Everyone 
learns in childhood to develop self-reactions to fatigue, to formulate 
these in conventional language and to expect exemptions and priv- 
ileges on the basis of his verbal report to others. Our problem now 
is to attempt an answer to the question, What are the determinants 
that seem to favor the development of ordinary fatigue reactions 
into a pathological fatigue syndrome? 

Childhood influences 

As we saw in Chapter 2, almost the \yhole biosocial environment 
of the average infant and small child is made up of the members 
of his immediate family - parents, siblings and other close relatives 
or friends who live in or frequent the home. The attitudes prevail- 
ing in the home toward strength and weakness, toward work, strain, 
resting and fatigue, are likely to be adopted by the child as his 
own attitudes. If weakness and fatigue complaints are scorned by 
those to whom he is emotionally attached, he will scorn them also. 
But if fatigue complaints and weakness command respect and earn 
privileges he will acquire them. A feeble or chronically complain- 
ing parent or grandparent is often the direct behavior model which 
a child follows -in gaining exemptions, rewards and special atten- 
tion. ® The complaints of his elders become his complaints and 
their words and gestures become his also. Through these acquired 
fatigue reartions he learns unwittingly to control his biosocial en- 
vironment, in the same way that his parent or his grandparent does. 
Unless such trends are altered early by adult interference, or by 
the reactions of neighborhood peers, they may become a permanent 
part of a child’s organized social behavior. 

Some children who are not exposed to a domestic pattern which 
Aey adopt directly, develop a fatigue syndrome through the train- 
ing an anxious or oversolicitous parent gives them. It is no accident 
that the patient complaining of fatigue or easy fatigability so often 
says, “My mother never expected to raise me.” That is the picture 
of himself which his mother has given him; it is her attitude toward 
him as a constitutionally frail and delicate child which he has organ- 
ized as his own self-attitude toward himself. Such a mother trains 
her child to avoid exertion by the same methods she uses to train 
him to beware of high windows, steep stairways and bad com- 

10 See the analysis of person'al history in fatigue syndrome cases by M. Tones 
and A. Lewis, “Effort syndrome,” Lancet, 1941, vol. 240, pp. 813-818. '' 
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panions. He acquires reaction-sensitivity to fatigue just as the hypo- 
chondriacal child may acquire it to his gastric function. In timi> he 
is able to detect and report degrees of fatigue which the ordinary 
child would never notice. He learns to give priority in his behavior 
to his fatigue reactions, to make them his chief criteria of ability 
and willingness to participate in the activities of others. 

The difficulty with such training is that it leads a child, through 
the same confusions over fatigue excitants we all have, to report 
his reactions to failure, neglect, disappointment, anxiety or monot- 
ony as fatigue, and to interpret these reactions as danger signals 
calling for withdrawal and cessation of effort. Since his parents 
regard their child as frail and delicate too, he will learn to expect 
and then demand special consideration and exemptions when he 
so complains, and to resent as unjust and heartless the failure of 
anyone, inside the home or out of it, to recognize his rights and 
privileges. In short the child has been taught the role of the deli- 
cate, fragile person who controls his social environment by appeals 
to its sympathies for the weak. Unless later in life he finds a marital 
partner who is willing to adopt a reciprocal role, such an individual 
is likely to remain a dependent in his parents’ home. In either case 
he proceeds from neurotic childhood and adolescence to neurotic 
adulthood and old age. 

Many children who adopt or are trained in the role of a delicate, 
fatigable person are fortunate enough to have such self-reactions 
replaced by more adequate ones as they grow older and respond 
to influences outside the home. The child who regards himself 
early in life as weak and fragile may thus develop ultimately into a 
reasonably strong and competent adult. Nevertheless, in the pres- 
ence of severe prolonged frustration and anxiety, an adult with this 
childhood background may be expected to show occasional regres- 
sion to his once successful but subsequently discarded role of the 
delicate, fatigable person. As in hypochondria, so in fatigue syn- 
dromes, the early acquisition of a maladaptive technique leaves the 
individual vulnerable to its rearousal. 

Influence of illness or injury 

What has been said of the relationship of illness or injury to 
hypochondriacal developments is equally true of chronic fatigue 
and easy fatigability. Particularly during convalescence, the patient 
may be greatly impressed by the ease with which he fatigues and 
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the unexpected slowness of recovery from slight exertion. If he has 
^ways been a relatively insecure person, or one who tends to 
identify physiological adequacy with personal safety, his fatigue 
reactions may alarm him and encourage him to take unusual precau- 
tions which continue indefinitely beyond the convalescent phase. 
It is often important to protect a patient during illness or conva- 
lescence against overexertion by teaching him to heed the premon- 
itory signs and symptoms of fatigue. It is usually taken for granted, 
not without justification in practice, that patients will disregard 
these teachings even before they shouldl However it is frequently 
the case that an individual proves in this respect too apt a pupil, 
either because earlier experiences have prepared him in advance 
or because fatigue reactions serve unexpectedly as adjustive tech- 
niques in dealing with anxiety and frustrated need. 

Fatigue reactions as adjustive techniques 

We consider fatigue reactions to be adjustive techniques if they 
originate or are used habitually as a means of overcoming, avoid- 
ing, circumventing, escaping or ignoring frustration and threat, or 
as a means of increasing one’s rewards and one’s acceptance by 
others or reducing punishment and deprivation. As in hypochon- 
dria, it is not at all necessary that fatigue reactions be planned, 
identified or understood by the patient to develop and function 
eflFectively as adjustive techniques. They become established as 
one’s preferred adjustive techniques at some period of life because 
they bring indirect need-satisfaction and reduce tensions or allay 
anxieties. Once established on such a basis, fatigue reactions like 
other adjustive techniques may persist because of long practice and 
the incidental development of secondary needs, even though they 
lead a person into other and worse difficulties than those from 
which they originally released him. 

The child or adult who builds his life around fatigue reactions 
may also use them aggressively in controlling his associates, and in 
avenging himself upon those who resist his control. If a person is 
obviously fatigued by opposition or denial, and his status as a con- 
stitutionally weak or delicate individual is generaUy recognized, he 
will have little difficulty in arousing guilt and remorse in anyone 
who opposes or denies him. Even the skeptical can usually be 
shamed, or at least silenced, by the honest rebukes of believers. 
The resentment of the fatigable aggressor is all the more effective 
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because he himself believes in his claims to special privilege. More 
rest for the semi-invalid means more quiet for the household, and 
more quiet means less freedom of action for everyone not resting. 
The household soon learns to avoid curtailment of free activity by 
promptly giving in to the fatigable individual who can curtail it by 
his complaints. 

Fatigue reactions function as attention-getting techniques by 
compelling others to give time and consideration to a patient’s 
needs. The chronically fatigued or fatigable person, whatever his 
age, is harder to ignore than the robust one even by those who 
resent him. If he is not taken into account when things are done 
or plans are made his fatigue may spoil the party or oblige someone 
to detach himself from the group, sacrifice his own pleasure and 
care for the neglected patient. Dependent children can increase 
and prolong maternal devotion by developing sensitive fatigue re- 
actions,!! and increased attention from one’s marital partner or one’s 
children can be stimulated similarly by an adult. 

Fatigue complaints are frequently also a part of identification. 
particularly in children. The child learns to attribute to himself 
the characteristics and status of a fatigued or fatigable adult in his 
vicinity, and by so doing to avoid or circumvent frustration and 
threat. 

Fatigue reactions become compensatory when self-care, or the 
care given the patient by others, provides substitute satisfactions 
for persons unable to derive adequate satisfactions from other 
sources, or whose other satisfactions tend to arouse serious anxi- 
eties. Compensatory fatigue reactions, like compensatory hypo- 
chondria, are most commonly encountered in middle and later life 
when biosocial limitations reduce the opportunities most persons 
have for satisfaction of their still-present needs. The universal con- 
fusion of reduced motivation vrith reduced strength also contrib- 
utes to this development. 

Fatigue syndromes seem to be utilized much less commonly than 
hypochondria as rationalization for failure, inadequacy or humilia- 
tion. This is perhaps a consequence of the fact that fatigue com- 
plaints are less generally acceptable as excuses than complaints of 
illness, and are more apt to be interpreted as laziness or as a mark 
of weakness and biological inferiority. The comparatively greater 

W. Muncie, “Chronic fatigue,” Psychosom. Med., 1941, vol. 3, pp. 277- 

28 S. 
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readiness of women than of men to use fatigue reactions as ration- 
alization can be explained on the basis of sex diflFerences in the 
pattern of cultural expectation. Weakness in women is expected in 
our culture and to some extent condoned. If a woman’s complaints 
of chronic fatigue or fatigability are interpreted by others as the 
direct consequences of womanly functions to which society attaches 
high value, fatigue reactions may actually enhance rather than 
diminish a woman s prestige. 

Throughout our discussion of fatigue syndromes it has been 
apparent that fatigue reactions are commjbnly a part of withdrawal, 
occurring in response to the tensions of prolonged anxiety or frus- 
trated need. The unreadiness or aversion which characterizes 
fati^e is easily mistaken by the patient for an indication of sys- 
temic disease or constitutional weakness, and acted upon as a 
warning against further effort. The most serious consequence of 
such withdrawal is the one exemplified by our first case, namely, tihe 
insulation of the patient from his social environment and the erec- 
tion of negativistic barriers in his mode of life, which resist social 
participation to the point of virtually disarticulating the individual 
from his society. In isolating themselves, patients lose much of 
that everyday give-and-take with others which helps to keep a 
person s attitudes and his fantasies in touch with the attitudes and 
happenings of those around him. As we have seen, in the extreme 
case the patient shunts himself off the main track and spends the 
rest of his life ineffectually resting on a siding. This outcome in 
fatigue syndromes is, as we might expect, closely related to and 
sometimes immediately antecedent to the development of schizo- 
phrenic withdrawal and subsequent disorganization. 

Fatigue reactions, as we have said, frequently represent regres- 
sion to a previously satisfying relationship of dependence upon and 
protection by another person.^^ Adolescents and young adults who 
find the conditions or demands of adult life unpalatable utilize their 
unreadiness or aversion as the basis for such a regression, turning 
back to parental domination if it is available as an escape from the 
threats and stresses that confront them. Other adolescents and 
adults succeed in establishing relationships with a contemporary 
whose reciprocal needs make him welcome the acquisition of a 
socially immature dependent 

»d A. Wik». -BF* 
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The development and persistence of fatigue syndromes bear the 
same general relation to inadequate repression that we described 
for hypochondria. Patients who are unable to handle frustration or 
anxiety otherwise, particularly patients in whom adient-avoidant 
guilt conflicts are prominent, may progressively eliminate those 
situations, contacts and activities which seem to increase their 
fatigue symptoms. Patients addicted to fantasy likewise develop 
aversion and unreadiness for any activity that interferes with their 
fantasy. These reactions of aversion and unreadiness they report 
accurately to others and to themselves as fatigue, but they inac- 
curately ascribe it to constitutional weakness, frailty or an obscure 
systemic disorder. In some fatigue syndromes the development 
and persistence of fatigue reactions are further complicated by the 
fact that inadequate repression and unconsummated sex fantasying 
often tend directly to increase tension, and therefore to aggravate 
and perpetuate the patient s fatigue symptoms in ways that have 
no direct parallel in hypochondria. 


FATIGUE SYNDROMES IN RELATION TO OTHER BEHAVIOR DISORDERS 

We have designated as fatigue syndromes those behavior disor- 
ders whose most prominent or serious symptom is the complaint of 
chronic fatigue or easy fatigabihty. In hypochondria, as we have 
seen, the patient’s chief preoccupations focus upon specific organs, 
function or parts. In fatigue syndromes, by contrast, the char- 
acteristic fatigue reactions are unlocalized and non-specific. They 
represent an alignment of the whole person with respect to con- 
tinuing activity or engaging in new activity, an alignment which is 
described as one of aversion or unreadiness, As in other behavior 
disorders, hypochondriacal complaints may be present in fatigue 
syndromes, but when they are they occupy a relatively incidental 
place in the fatigue syndrome. 

Tlie non-specific character of fatigue reactions distinguishes the 
fatigue syndrome also from hysteria. Hysterical complaints refer 
to specific inactivation or to autonomy of function that has no 
counterpart whatever in fatigue syndromes. The patient in fatigue 
syndromes, like the hypochondriacal patient, is concerned and pre- 
occupied with his disorder in ways that are foreign to the typical 
hysterical patient. 


S. Bartley and E). Chute, A preluninary clarification of the concept of 
fatigue, Psychol. Rev., 1945, vol. 53, pp. 169-174. 
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Fatigue reactions are usually present in anxiety disorders, and 
often also in compulsive disorders. This is easy to understand in 
view of the severe tension characteristic of the prolonged anxiety 
behavior in both. A differentiation between fatigue syndrome on 
the one hand, and anxiety disorder or compulsive disorder on the 
other, must frequently be made on the basis of which symptoms are 
most prominent, since anxiety and mild compulsive behavior may 
both be present in fatigue syndromes. An apathetic fatigue syn- 
drome is sometimes the end-stage not of prolonged tense fatigue 
but of an acute or chronic anxiety disorder, or of a prolonged com- 
pulsive conflict. It is, in a sense, the patient s solution of his difiB- 
culty which substitutes relative inactivity and incompetence for the 
intolerable tensions of the anxiety reaction or compulsive disorder. 

Fatigue reactions frequently precede the development of recog- 
nizable depression and often constitute an important part of the 
fully developed depressive complaint picture. Aversion and un- 
readiness in relation to further activity or new activity are prom- 
inent characteristics of both depression and the fatigue syndrome, 
A distinction between fatigue syndromes and depressions is often a 
matter of relative importance of the presenting symptoms, the for- 
mer showing marked fatigue reactions and mild or absent depres- 
sive reactions, the latter showing definite depressive reactions with 
fatigue complaints of secondary importance. Tliis relationship be- 
tween depression and fatigue syndromes illustrates the diflBculty, 
and in some instances the uselessness, of attempting to divide the 
behavior disorders into mutually exclusive disease entities. Of 
course a fully developed depression, with or without prominent 
fatigue reactions, seldom presents a serious problem in differential 
diagnosis. The slowing or agitation, the direct or indirect mood 
statement of sadness or hopelessness, the suicidal trends and the 
commonly present delusions of a self-derogatory or apprehensive 
nature are characteristics of depressive illnesses and not of the 
fatigue syndrome. 

Fatigue reactions frequently precede the development of recog- 
nizable schizophrenia also, and they may continue as a prominent 
constituent of the fully developed complaint picture. Fatigue in 
both schizophrenia and the fatigue syndrome represents a reaction 
of unreadiness or aversion in relation to new or continued activity, 
and in both this may stem from insecure, dependent attitudes on 
the part of socially immature persons. It seems probable that cer- 
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tain schizophrenic developments are little more than the disorgan- 
ized result of withdrawal and insulation, which has begun as a 
fatigue syndrome, but has gone much further because of other 
inadequacies in the individuaFs social personality. In any case, 
even though both tension and apathy are common in schizophrenia 
as well as in fatigue syndromes, there is seldom serious difficulty in 
making a differential diagnosis between them. Fatigue syndromes 
lack such typical schizophrenic symptoms as bizarre delusions, odd 
posturing and gesturing, verbal vagueness and scattering, h^uci- 
nations, inappropriate smiling, giggling, grimacing and other indi- 
cations of autistic fantasy. 

Fatigue reactions accompanied by complaints of difficulty in re- 
membering and concentrating are prominent early symptoms in 
cases of toxic, infective, post-traumatic or deteriorative brain dam- 
age. A diSerentiation between these cases and fatigue syndromes 
can usually be made on the basis of the presence or absence of 
other signs and symptoms of cerebral incompetence. The fatigue 
reactions and the thinking difficulties may be diminished in both 
cases of brain damage and of fatigue syndrome by introducing 
effective motivation, but in the former the improvement is gener- 
ally short-lived and less marked than in the latter. The reason for 
this difference is, of course, that in brain damage complaints arise 
on the basis of relative incompetence of the cerebral machinery, 
whereas in the fatigue syndrome the brain is normal in structure 
and the patient s complaints arise because of personal attitudes and 
habitual preoccupations which interfere with his readiness to en- 
gage in other activities. 




Anxiety Disorders 


I 


ANXDETy is probably the commonest symptom 
in behavior pathology, but we reserve the diagnosis of anxiety dis- 
order for those syndromes in which anxiety reactions are dominant 
and other symptoms clearly incidental. Anxiety is common in be- 
havior pathology because it is exceedingly common in normal 
behavior.! As we have seen in Chapter 6, the conditions of ordi- 
nary group living in our culture expose all of us to innumerable 
emotional excitants but provide us with relatively few opportunities 
to carry emotional reactions through to their consummatory phases. 
The result of this cultural denial is to make unsatisfied emotional 
tensions an everyday affair for almost everyone. 

Anxiety is common in behavior pathology for other reasons which 
we have discussed earlier. As an emotional reaction it is slow to die 
down once it is aroused, it is diffuse and pervasive, apt to acquire 
new excitants while it persists, and likely to influence the outcome 
of logically unrelated behavior {emotional displacement). More- 
over, anxiety reactions are for the most part covert, and in conflict 
situations they are usually unshared and often unverbalized as a 
result of strong mhibitory components. Covert, unshared and un- 
verbalized behavior cannot be as easily subjected to the processes 
of analysis, recognition and formulation in one’s self-reactions as 
can overt, publicly shared behavior. Hence it is that if anxiety 
reactions become habitual and obtrusive, the patient is usually 
imable to dispose of them effectively because he cannot identify 
their specific excitants and eliminate or modify these. The superior- 
ity of analytic therapy over reassurance, explanation or condition- 
ing alone is that it directs the patient’s efforts toward gaining con- 

Clwpto^ ^ defined, and its implications for normal behavior discussed, in 


246 



ANXIETY DISORDffiS 247 

trol over the anxiety reactions by identifying, formulating and con- 
trolling the anxiety excitants. 

It will help us to understand anxiety disorders if we first sketch 
the development and recession of normal anxiety , behavior, in 
which most of the classical symptoms of chronic anxiety reactions 
and acute a^iety attacks can be found, but for which we need 
^sume no hidden personal conflict. Let us suppose that a mother 
has been thoroughly alarmed by her child’s sudden illness and her 
pediatrician’s insistence upon immediate hospitalization. At the 
Iwspital the mother, instead of being able to pitch in and do some- 
fting about it, must simply sit and wait alone while further exam- 
inations are completed. Vl^en at last the threatening diagnosis is 
confirmed, she may react at once with rapid, shallow breathing, 
dilated pupils, sweating, a palpitating heart, symptoms of pressure 
in her head and a sinking in her epigastrium. This illustrates the 
occurrence of acute anxiety under the usual conditions of an emer- 
gency which provides the frightened person with no adequate 
emotional outlet. The mother, although tense and ready for direct 
action, is obliged to leave her child unwillingly in the hands of 
strangers and go home. 

Back at home once more, without her child, the mother will have 
lost her acute anxiety but she will show clearly the indications of 
a persistent anxiety attitude. She remains tense, preoccupied and 
restless. Her hands are tremulous and she is not as well coordinated 
as usual in her movements. She exhibits exaggerated and inappro- 
priate responses to petty annoyances, the telephone and the door- 
bell make her jump, her appetite disappears and she may suffer 
other visceral disturbances. When she tries to converse or read the 
evening paper, she reacts selectively to frightening things, to 
accidents and death. She cannot seem to concentrate, plan or tbinV 
clearly. She forgets easily and misplaces things. At night she falls 
asleep with difficulty, sleeps lightly and tends to dream of tense 
and dangerous things, some of them connected with the day’s 
events and some perhaps reflecting distortions of her earlier expe- 
riences. 

Once the child is out of danger, his mothers tense background 
of anxiety attitude will fade, and with it will go also the tremor and 
incoordination, the startle, and the overreaction to annoyances. Her 
visceral life will return to its usual level of functioa She will re- 
cover the ability to relax and sleep soundly, with perhaps an occa- 
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sional anxiety dream or none at all. She will be again able to think 
clearly, to plan, concentrate and remember. ' 

Anxiety attitudes such as this need not be preceded by acute 
anxiety. They frequently arise in situations where danger is con- 
ceivable but not imminent, and they may be present in a person’s 
behavior without his even suspecting it. A normal man walking 
alone through a cemetery at night, for example, may beheve him- 
self to be quite unaffected by his surroundings. But a sudden noise 
or a moving shadow is almost sure to startle him, speed up his 
heart and make him sweat with a readiijess which he would not 
have shown if he had been walking down Main Street at noon. 
Merely entermg a cemetery at night rearouses in the average man, 
sometimes without his taking note of it, the old anticipant attitudes 
which he once acquired in childhood by going to funerals, or hear- 
ing and reading about ghosts, corpses, murders, premature burials 
and body-snatchers. His anxiety attitude then makes him reaction- 
sensitive in these terms. 

Normal anxiety attitudes are not without useful functions. The 
moderately anxious person is ready for prompt and vigorous action 
when the need for it appears. As a watcher he is more apt to 
remain vigilant, cautious and reaction-sensitive to slight stimula- 
tion than a relaxed person. Moderate anxiety may actually increase 
endurance and forbearance during an emergency. However, when 
anxiety atttodes grow protracted and severe they may become in- 
stead a serious liability. This is especially apt to be the case if 
the individuals status in society or some specific personal conflict 
in thought and overt conduct gives rise to his anxiety, whether he 
recognizes the source or not. As soon as the point is reached at 
which a person’s tensions interfere seriously with his satisfactions, 
reduce his competence, disturb his rest and transform everyday 
tasks into Gargantuan labors, we consider his anxiety attitude to 
have asstuned the proportions of an anxiety disorder. 


ANXIETY DISORDERS 

.^ong the anxiety disorders we may distinguish three degrees 
of intensity. The chronic anxiety reaction is a protracted attitude 
characterized by tension and frequently punctuated by anxiety at- 
tacks. The anxiety attack is an acute episode which is much briefer 
in duration, but decidedly more severe, than the chronic anxiety 
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reaction. The panic reaction is a hyperacute anxiety attack, the 
end-resiJt of cumulative tension, which sometimes terminates in 
permanent behavior disorganization. The phobia is an anxiety reac- 
tion which tile patient habitually attributes to specific, though to 
him often inexplicable, excitants. 

Chronic anxiety reactions 

The chronic anxiety reaction is characterized by the presence of 
persistently heightened skeletal and visceral tensions, which disturb 
a person’s habitual rhythms of living and predispose him generally 
to give exaggerated and inappropriate responses on relatively slight 
provocation. In well-developed cases the patient's complaints and 
the examiners findings together give a consistent clinical picture 
that is not difficult to recognize. The patient usually complains of 
tightness, aching or pain in his head, neck, shoulders, back and 
limbs which indicates increased muscular strain, particularly but by 
no means exclusively in the main postural groups. The generally 
increased reactivity of skeletal muscles can as a rule be clinically 
demonstrated in the brisk phasic stretch reflexes, the initial resist- 
ance to passive flexion and extension, and the fine to moderate 
tremors in fingers, tongue and sometimes lips and eyelids. The 
patient usually looks or acts strained in walk and posture, in facial 
expression, verbal reaction, gestures and other movements, and 
especially in response to intense or unexpected stimulation. 

The common visceral complaints are those which we would ex- 
pect from our knowledge of the visceral components of ordinary 
anxiety reactions. Thus, the patient tells us of loss of appetite or 
continual hunger, of difficulty in getting food down, nausea and 
regurgitation, abdominal discomfort, spastic constipation or chronic 
mild diarrhea, of urinary frequency and urgency, cardiac irregular- 
ities, breathing difficulties, secretory changes and cold, clammy ex- 
tremities, of menstrual disorders or changes in sex pace, of dyspa- 
reunia or relative impotence. 

The chronically anxious patient usually states that he cannot 
think clearly, concentrate or remember as he once could, and that 
he cannot seem to stick to any one task for long. Although these 
claims are seldom corroborated objectively by ordinary test pro- 
cedures, one is not justified in concluding that therefore they are 
unfounded. Most test situations call for a relatively brief period 
of application to a task set by someone else, who also provides 
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special social motivation. • The patient s diflSculty is in setting his 
own tasks and providing sufficient motivation himself to keep at 
them until they are completed. He is usually irritable, fatigued, 
worried and discouraged. In his thoughts he may return repeatedly 
to problems facing him or ruminate in a mildly compulsive manner 
over his possible errors of omission and commission. Many of his 
choices and decisions are made actually in response to his tensions 
rather than to factors in the objective situation. 

It is obvious to an observer that the patient cannot let go and 
relax. His tensions contribute to his restlessness and interfere with 
adequate satisfaction in anything, and hi^ restlessness and frustra- 
tion contribute further to his tension. He falls asleep with great 
difficulty and only after a long period of tossing in bed; he awakens 
easily and once awake finds trouble in getting to sleep again. His 
sleep is often disturbed by anxiety dreams, sometimes of awesome 
or horrible predicaments, sometimes of his daytime fantasies and 
conflicts, which he carries over into the sleeping phases of his life 
in more or less recognizable forms. With this general background 
of unrelieved tension and strain, the patient is prone to develop 
anxiety attacks now and then, occasionally in response to stress 
which he can identify at the time, but more often not. If this 
occurs during sleep, and the patient awakens to find his heart 
thumping, his breathing difficult, his hands trembling and his body 
damp with perspiration — but no remembrance of a dream to guide 
him - he can scarcely be blamed for concluding that his end is near. 

Chronic anxiety reactions, like fatigue syndromes and chronic 
hypochondria, tend in time to restrict and distort a person s pat- 
tern of life. The anxious patient begins by avoiding people, activ- 
ities and situations that seem to increase his tensions, and choosing 
whatever seems to reduce them. This commonly leads to his giving 
up friends and recreations, which are needed for relaxation and 
diversion by everyone, but particularly by the person suffering from 
imusual tension. The end-result, as in other neuroses, may be that 
the patient makes self-protection his chief career and subordinates 
everything else to it. 

Few patients with chronic anxiety reactions understand the sig- 
nificance of their complaints. Anxiety signs and symptoms are so 
vmed, and their determinants may be so complex and obscure, 
that no amateur with a stake in the outcome of his self-analysis 
should be expected to work out the relationships successfully with- 
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out expert aid. Other well-known factors, such as emotional dis- 
placement and the operation of special adjustive techniques, raise 
difficult problems for even the highly trained and experienced be- 
havior pathologist or therapist. What the patient usually does is to 
blame incidental and often irrelevant fragments of an originally 
disturbing situation, to focus his avoidance reactions upon these, 
and thus to impose needless limitations upon himself and others 
without, however, eliminating his abnormally heightened tensions. 
The following case will illustrate many of the common character- 
istics of the anxiety disorders, acute as well as chronic. 

The patient, an American oil geologist for many years resident 
abroad, aged thirty-two and unmarried, was referred by his com- 
pany for diagnosis because of numerous complaints which he be- 
lieved meant that he must be insane. For five or six years he had 
been suffering from intermittent attacks of dizziness, blurred vision, 
weakness and unsteady gait, for which no satisfactory explanation 
had been found by his medical examiners. For three years the 
patient had been bothered by almost constant “nervous tension,” 
irritability, increased sex pace with incomplete satisfaction, inability 
to relax, poor sleep and frequent troubled or terrifying dreams. His 
neck seemed always strained and he frequently rubbed it and made 
rotatory head movements to relieve the pull. For about a year the 
patient had been so restless that he could scarcely sit still and stand 
still in the daytime or lie still at night. He walked so vigorously 
that he tired everyone else out and himself too. As long as he kept 
on the move he felt in reasonably good spirits, but he was intoler^t 
of delay and opposition no matter from what or whom it came, 
^e moment he let up in overt activity his symptoms increased, his 
egs ached, he felt jumpy’ and he could get no satisfaction unless 
he drove himself on to further activity, even though he felt worn 
out. He began to rely more and more on whiskey to steady him 
during the day and on barbitmates to get him to sleep at night. 

One day, about eight months before his referral for diagnosis, 
while the patient was dressing to go out for an evening’s entertain- 
merit, he felt something in his head suddenly snap, everything 
around him looked unnatural, and he seemed to be about to faint. 
He lay down on his bed for a long time, his heart pounding and 
his breathing labored, while the thought kept recurring, "Im dy- 
ing, Im dying.” Eventually he managed to sit up, weak and shaky, 
to drink about a pint of whiskey and take a double dose of sedative, 
after which he slept through the evening and the night. Following 
this, the patient had frequent recuiTences of anxiety attacks which 
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consisted of “queer head sensations,” weakness, sweating, coarse 
tomor, palpitation and the conviction that something terrible was 
happening to him. He had only one repetition of the snapping in 
his head but he dreaded its return more than anything e lse , He 
stated that, from the time of the first snapping to the present, he 
had never regained his previous ability to think clearly, concen- 
trate or remember. *' 

From the character of the patient’s cqmplaints and the outcome 
of thoroughgoing diagnostic examinations, it was obvious that we 
were dealing with chronic anxiety of long standing which had been 
reinforced by innumerable acute anxiety attacks. During die course 
of a two-months distributive analysis in ofiBce consultation a great 
m^y factors emerged to account for the development and perpetu- 
ation of the anxiety disorder, a few of which may be mentioned 
here. The patient was the youngest of four children, brought up 
strictly and with as great emphasis upon avoiding the appearance 
of evil as upon avoiding evil itself. He had been trained, in his self- 
reactions, to search each night at bedtime through the happenings 
of the day for unworthy thoughts and deeds which needed forgive- 
ness. He learned early in life to fear the consequences of concealing 
a misdeed from God and his mother more than death itself. He 
suffered from frequent night tenors as a child and recalled one in 
which he saw the flames of hell so clearly that it frightened him 
even to think of it afterwards. In his home the sinfulness of sex and 
the inviolable sanctity of marriage were first principles; and the 
patient learned that his one great duty was to honor his father and 
his mother. 

When this child was fifteen, his mother, without prior warning, 
told him that she was separating from his father at once and insti- 
tuting proceedings for a divorce. He was allowed to choose between 
his parents, which one he would continue to honor. He chose his 
mother, but found he could forgive neither parent, particularly 
when he learned that the divorce would not be contested by liis 
father. This, he still felt, amounted to collusion. He considered 
that his parents had swindled him with their fine talk about mar- 
riage and concluded that women were untrustworthy, and his 
mother a hypocrite as well as a sinner. After two years with his 
mother, during which he became uncommunicative in the home 
and felt ashamed before others when away from it, he left home for 
college. 

In his fceshman year he felt lonely, deserted and in continual 
conflict over the moral and ethical matters discussed by his asso- 
ciates. His childhood training had given him too narrow a base for 
anything new to stand on, and no base at all for the contradictions 
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of his young adolescence. On the pretext of maldng up a deficiency, 
but actually to avoid the pain of returning home, the patient at- 
tended summer session at anotlier college after his freshman year 
was up. Here he had an tmexpectedly gay time and was introduced 
to attitudes and techniques with which he had until then been un- 
familiar. As a result of his experiences and the discussions he 
entered into with other summer session students, he decided upon 
a complete change in his mode of life, his goals, his standards and 
his choice of companions. Everything else was to be henceforth 
subordinated to financial success and self-aggrandizement. 

Accordingly, when he returned to his old college in the fall he 
began selecting his new friends entirely on the basis of their influ- 
ence or affluence. By making separate demands upon his parents 
he assured himself of an income that was unusually large for a col- 
lege student. He bought a sporty car, was pledged to a prominent 
fraternity and began d."iting freely at a girls’ college in a nearby 
town. Although at the time prohibition was in force, he began 
drinking quite heavily at parties so as to be known as a regular 
fellow. It is, however, significant that for a long time the patient 
despised himself for what he was doing, hated his new friends and 
felt contemptuously superior toward the girls he dated. During his 
college career he had numerous sexual adventures, all of them 
heterosexual. 

Following graduation the patient spent a year of graduate study 
in geology at a famous imiversity for the sole purpose of getting a 
commercial oEer. After two years more, working in American oil 
fields, he accepted a lucrative position abroad. Here he found the 
work taxing and the climate hot, but the living conditions pro- 
vided were far more comfortable and elaborate than anything he 
could have afforded in the United States. Social life was everyone’s 
chief avocation and intrigues of all kinds flourished, as they always 
do in small in-group communities. Local customs restricted social 
intercourse almost wholly to Americans and Europeans with the 
result that everyone within this group knew everyone else, and all 
saw a great ded of each other. The patient, as an unmarried man 
who was not without charm, soon found himself entangled in a suc- 
cession of minor affairs with the bored, dissatisfied wives of other 
men. One of these affairs finally became so serious that the patient 
asked for a six months’ vacation in Europe to get him out of the 
situation. Shortly after his return, however, he found himwif again 
entangled with the same woman. This period coincides with the 
increase in symptoms, listed at the beginning of the case history as 
appearing three years before his referral for diagnosis. 

It was quite clear that the patient did not at the time see any 
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connection between his personal difiiculties and his symptoms, but 
free association and distributive analysis led to the demonstration 
of multiple relationships. His simplest conflict arose from the fact 
that his mistress was his close friend’s wife. He recalled this in 
giving his personal history with sardonic contempt, but his behavior 
changed during free association to anger, first at the therapist and 
then at the woman. She, he felt, had reinforced his distrust of 
women by her own faithlessness to her hlosband and had therefore 
pushed a normal married life farther from his own grasp, at the 
same time that she compromised him in his friendship with her 
husband. The aaite anxiety attack, in which the patient thought 
he was dying, followed by a few weeks his discovery that others 
knew the details of their affair. From that point on, the patient had 
reason to expect exposure and retaliation at any moment, and 
realized that he was at the mercy of anyone he offended. As his 
fear mounted, so also did his guilty self-reactions. This was the 
situation which led him to report sick for a return to the United 
States. The outcome of his treatment was that he lost his anxiety 
attacks completely and considerably reduced his chronic tension. 
Four years later he wrote that he was still virtually symptom-free 
but his distrust of women seemed to be undiminished. 

Many persons manage to adapt themselves moderately well to 
chronic anxiety without seriously distorting their biosocial behavior 
or limiting their range of action. Some take out their tension on 
others, plunging energetically into family or neighborhood troubles, 
into business and professional problems, or into civic, political, re- 
ligious and other more or less impersonal controversies and con- 
flicts. It is sometimes possible to detect, in the public pronounce- 
ments of certain officials, executives, reformers, journalists, clergy- 
men and scientists, at least presumptive evidence of personal 
anxiety which has been successfully displaced but presumably not 
recognized. Nevertheless^ to adapt to anxiety is not to lose it. The 
person with a chronic anxiety reaction, whether partially compen- 
sated or not, is more susceptible than the average to an occasional 
acute anxiety attack which he may then misidentify as overwork, 
devotion or impending death. 

Anxiety attacks 

^ The anxiety attack is an acute episode of emotional decompensa- 
fion, usually appearing in the setting of chronic anxiety, arid exhib- 
iting to an exaggerated degree the characteristics of normal fright. 
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As a rule the anxiety attack climaxes a long period of mounting 
temion, to which the patient has been progressively adap tin g but 
with ever-increasing difficulty. Finally he reaches the limit of his 
tolerance, he can compensate no farther, and the continuation or 
an increase of the stress precipitates the acute episode. 

In extreme cases, the anxiety attack resembles sudden violent 
uncontrollable alarm. The patient grows restless and agitated, his 
pupils dilate, his face changes color, he breaks out into a sweat 
and his mouth goes dry. His breathing quickens, he complains of 
choking or suftocating and tugs at his collar or jerks it open. His 
heart beats rapidly and develops irregularity, with sometimes a 
chest pain referred down one or both arms, the attack then re- 
sembling angina pectoris (pseudo-angina) . Acute nausea and sali- 
vation, with or without vomiting, and urinary urgency or diarrhea 
are other common incidents. The patient is tremulous and may. 
walk or stand unsteadily. He complains of feeling dizzy, faint or 
weak in the knees, of numbness and tingling in his extremities, of 
hot flushes or chilly creeps. He is overwhelmed by the anticipation 
of impending danger, of heart failure, death, insanity or some un- 
predictable disaster. He may implore those around him to get help 
at once, and rail at them for their indifference or incompetence if 
they do not share in his alarm. After a period of from a few min- 
utes to an hour the attack gradually subsides to a comparatively 
unobtrusive level, or it disappears completely. 

The following case illustrates some of these features. 

The patient, a twenty-nine-year-old married stenographer, was 
referred by an internist after his examinations failed to reveal signs 
of organ pathology. She complained of sudden attacks which first 
made their appearance a year earlier and a few hours after she had 
been reprimanded by her employer. It was toward the end of a hot, 
tiring day during which she had been more than usually annoyed 
by the petty, domineering manner of her immediate superior, a 
female secretary. “My heart suddenly stopped. Then it came up 
in my throat and turned over and quivered so fast you couldn’t 
count it. I had a pain in my chest and down my arm. I was like in a 
tight vise, I couldn’t breathe. It seemed like I was going to die!” 
She was given a week’s vacation, which she extended to a month 
by using her accumulated sick-leave. Three months after her return 
to work, she had another attack, and during flie month immediately 
preceding her referral she had been having one every three or four 
days. The chief etiological factor seemed to be her conflict over 
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having to go on working to help a husband whom she loved but 
who, she was beginning to recognize, was dependent and incom- 
petent. She said, I guess 111 just have to go on working like tViic 
’till I die.” ® 


Anxiety attacks are not always as severe and dramatic as this. 
Often they are relatively brief episodes of moderate intensity which 
frighten the patient but do not disable hiii^. There may be con- 
siderable variation in symptomatology from person to person, de- 
pending in part upon the specific situation in which the attack 
develops, in part upon events preceding the attack and in part 
upon individual differences in a person’s habitual patterns of reac- 
tion in fear and excitement.® One patient, for example, felt sud- 
denly dizzy and faint while walking along the street, things went 
black and he held on to a railing for support. After a minute or 
two he pulled himself together, got some spirits of ammonia at a 
drugstore and went on with his business. Between attacks he felt 
cheerful, but during them he was afraid that he would collapse or 
yell. Another patient, sitting quietly working at his desk, felt sud- 
denly nauseated, grew pale and tremulous, perspired freely and 
a few minutes later vomited with considerable relief. Subsequent 
attacks ended either in vomiting or evacuating. In neither case 
was there organ or system pathology and both improved when 
therapy was directed toward the behavior disorder. 

Patients sometimes suffer momentary disorientation in an anxiety 
attack, become paramnesic, or complain that things and people 
around them seem unreal and that they themselves seem unreal 
or changed. They may report disturbances in perception, of various 
kinds and in various fields, or temporary impairment of locomotion, 
coordination, speech and thought, superficially resembling attacks 
of petit mal. Anxiety attacks are occasionally ushered in by what 
the patient describes as an explosion in his head, as his head 
cracking open or as the sudden “snapping” of which our oil geol- 
ogist complained. ® 


Panic reactions 

The panic reaction is a rmximul anxiety attack^ an episode of 
extreme emotional decompensation which may include violent 
aggression, headlong flight or suicide. The clinical picture is one 

53 !^’ “Autonomy in anxiety,” Fsychiat. Quart., 1944, vol. 18. pp. 
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of excessive fear. If the patient feels trapped, he is apt to behave 
as though he were and attack persons near hhn, or attempt to Idll 
himself. Misinterpretation of the social environment, sometimes 
amounting to disorientation, delusions of persecution, particularly 
of impending sexual assault, and auditory hallucinations of a 
threatening, taunting or reviling character, are common in panic 
reactions. 

The duration of a panic reaction may be brief or last as long as 
several months, during which the intensity of reaction fluctuates. 
The eventual outcome of prolonged or recurrent panic reactions 
cannot safely be predicted.® If the patient is given adequate pro- 
tection and support, in a situation which allows him complete 
seclusion but does not force seclusion on him, the panic patient can 
usually be expected to recover. Even in recovering cases, delu- 
sions may persist for weeks, and milder suspicion for months, after 
the panic reaction has subsided. On the other hand, in prolonged 
excessive fright there is always the possibility that some permanent 
distortion of personality organization will result. Sometimes the 
partially repressed but never accepted or understood conflicts, 
which the patient carries into his overt behavior during acute emo- 
tional decompensation, cannot afterwards be disposed of by the 
patient when the acute phase passes. The sequel to acute panic 
may be a chronic paranoid reaction or schizophrenic disorganiza- 
tion, as in the case of emotional decompensation cited in Chapter 3. 

Phobias 

Phobias are anxiety disorders in which the immediate anxiety 
excitants are specific and can be identified by the patient, but 
which he usually regards as inexplicable. The phobic patient, be- 
cause he is able to identify the specific excitants, can of course 
avoid his anxiety reactions if he succeeds in avoiding whatever 
arouses them. Since, however, the excitants are usually found in 
normal everyday life, it is practically impossible to escape at least 
occasional contact with them unless one chooses to live abnormally. 
Moreover, the typical patient learns that his phobia seems absurd 
or ridiculous to others. It therefore represents for him a continual 
source of embarrassment and humiliation, which causes him to 
develop special techniques for concealing or rationalizing his anxi- 
ety, in addition to those directed toward avoiding its excitants. 

»0. Diethelm, Treatment in Psychiatru (New York: Macmillan. 19361 nn 
191-194 and 251-252. 
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Theoretically any object or situation may become an excitant in 
phobia. Among the commonest are the following; animals, germs, 
dirt and poisons; small rooms, elevators, alleyways, trains and other 
closed-in places; wide-open spaces such as public squares, parks 
and fields; public gatherings, street crowds and theaters; storms, 
high places and the dark.^ Conversation, reading or imagining may 
eftectively substitute for the object or situation symbolized. Thus, 
some persons develop acute anxiety reactions at the thought of 
being trapped, drowned or buried alive when no such danger is 
imminent, while others react similarly to the mere thought or men- 
tion of disease or behavior disorder. Certain individuals, who 
often give other indications of social immaturity, suffer acute anxi- 
ety over sexual discussion, fantasy or temptation and may ulti- 
mately adopt a celibate way of life and cultivate compensatory 
satisfactions, as their solution. 

The first case indicates a relationship, often cited, between anxi- 
ety reactions to height and punishment for guilt.® 

The patient, an unmarried woman of thirty, came with the com- 
plaint that for a year she had been suffering from an inexplicable 
fear of going higher than the second or third floor of any building, 
even on an errand. She gave her complaint with shame and embar- 
rassment, stating that, even though she considered her fear ridic- 
ulous, she succeeded only in provoking acute anxiety whenever she 
tried to overcome it. One result of her predicament was that she had 
been r^uced in one year from a confident, well-paid secretary to 
an anxious, ineflficient, poorly paid saleslady in a store which occu- 
pied only a first fioor and basement. She had become morose, 
seclusive and dissatisfied with life, had lost appetite and weight’ 
grown restless and sleepless, and had begun to think she must be 
losing her mind. 

The patient recalled readily that her diflBculty began one evening 
while she was working alone late at the office. She was suddenly 
seized with terror lest she fall or jump out of the eighth floor office 
window. She was so frightened that she crouched down behind a 

*It was once customary to classify phobias on the basis of their excitants 
and to assign a different name to each, as, for example, ochlophobia, acro- 
Pj^bia. agaroplwbia claustrophobia, misophobia, nyctophobia, and zoophobia. 
TOis practice, in addition to the burden it places upon students of behavior 
^rders, gives the impression that the excitant is the most important thine 
m the situation, whereas it is often quite inr'irl..r.»Ql ^ ® 

8 See, for example, O. Fenichel, The Psychoanalytic Theory of Neurosis 
(New York: Norton. 1945), pp. 195-214. »ory o; jseurosis 
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file for some time before she could trust herself to dear the desk 
hurriedly, gather up her things and leave for home. She reached 
the street level still perspiring freely, her heart pounding and her 
breathing rapid. After this the patient found she could no longer 
attend properly to her work because of the anxiety which overcame 
her as soon as she reached the office. Her mornings were spent in 
counting the minutes to noon, when she could return to the street, 
and her afternoons in counting the minutes to closing time. By the 
end of two months her dread of each day’s ascent had reached such 
proportions, and the criticism of her growing incompetence had be- 
come so outspoken, that she was obliged to give up her position. A 
period of unemployment followed, in which she attempted unsuc- 
cessfully to accustom herself to high places, and then her need for 
income drove her to take what she could get within the limitations 
imposed by her phobia. This was the situation when she went 
for help to her gynecologist, who referred her for psychiatric treat- 
ment. 

As a result of distributive analysis it soon became* apparent that 
the patient had been deeply involved in an affair of long standing 
with a mamed man who had left his wife but because of religious 
scruples could not get a divorce. The patient herself had been 
caught in a severe conflict. She had felt hopelessly guilty over her 
own conduct, too much in love to break off the liaison, and unable 
to give up the belief that one day the man would marry her. The 
crisis came when she was told that she was pregnant. There fol- 
lowed a succession of tense conferences between the pair, in which 
the patient grew more and more insistent that they marry while the 
man remained obdurate, until finally she threatened to expose him. 

A few days before tlie initial anxiety attack in her office, the 
patient had received a farewell letter from the man and discovered 
on checking that he had left tovm. She had felt degraded in having 
to beg and threaten him, and disillusioned by his attitude of irre- 
sponsibility. But this desertion overwhelmed her. She concluded 
that she had been living the part of a prostitute and that her only 
solution was suicide. The acute anxiety over falling or jumping out 
of the wmdow appeared in this setting as a climax to mounting 
tension and an impulse to punish herself and escape from her situ- 
ation by a violent death. As is so often the case, her acute anxiety 
attack left her with inadequate recall of what had immediately pre- 
ceded it in her thinking, and focused her attention upon the anxiety 
reaction and the height rather than upon what was impelling her 
toward suicide. Consequently, when she learned later that she had 
actually not been pregnant, the news did nothing to relieve her 
phobia. Under treatment she recovered from her phobia completely 
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and was able to return to secretarial work, but after a year. nltTimigTi 
considerably improved, she was still mildly depressed over her ex- 
perience. 

The second case illustrates the not infrequent development of 
anxiety reactions to crowded places and to the possibility of illness 
or accident in the street, from antecedent repressed anxiety reac- 
tions over the danger of public exposure. I 

A twenty-two-year-old unmarried man was referred widi die 
complaint that for several months he had been unable to attend 
moving-picture shows, concerts or plays because he felt suffocated, 
and feared he could not get out in case of illness or a fire. He was 
also experiencing anxiety when riding in elevators and crowded 
busses, and had recently begun to feel frightened in downtown city 
streets. In the course of distributive analysis, the patient at first 
interpreted his most recent symptom as the fear of falling ill among 
sfrangers who would not know him, and therefore might fail to give 
him the help necessary to save his life. Later on, however, it devel- 
oped that his anxiety reactions to downtown streets had followed 
upon the thought of his being injured or falling ill and losing con- 
trol of himself. What frightened him was the possibility that in a 
fit or when injured he might shout something, or talk without realiz- 
ing what he was saying. 

This discovery made the patient suspect that his basic difficulty 
was anxiety over giving himself away in public, and led ulUmately 
to a reconstruction of the origin and development of his phobias. 
Several months prior to his referral, while sitting in a theater, the 
patient had suffered an acute anxiety attack, touched off by a homo- 
sexual theme in the play he was attending. He himself had shordy 
before this been sensitized by a threat made to expose his own 
homosexual activities. He became even more frightened, not only 
by his own violent palpitation and dyspnea, but also by the possi- 
bility that he would attract the notice of others around him who 
might guess at the source of his agitation. As soon as the curtain 
fell, he left the theater feeling weak, tremulous and nauseated. 

After this experience the patient found himself unable to .sit in 
a theater unless he was very near a regular exit. Even then he was 
so unrelaxed and watchful of his own reactions that he could no 
longer enjoy the play, and finally stopped going altogether. The 
anxiety reactions generalized to moving-picture shows and to con- 
certs, in the latter case obliging him to surrender a season ticket. 
The factors common to these situations arid to the crowded busses 
and elevators were, of course, the fear of exposure, the proximity 
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of other persons and the difficulty of escape. Indeed, the success of 
the patient s ^alysis depended upon his reab'zation that the specific 
situations eliciting his anxiety reactions were only incidental back- 
ground, while his personal conflicts were central to his disorder. 


Anxiety disorders in cases of organ and tissue pathology 

patient is indeed rare who does not react with at least mild 
anxiety to the discovery that he is iU. In some patients the anxiety 
reaction to this discovery is decidedly more disturbing than the 
direct systemic effects of the organ pathology. The individual dif- 
ferences which one finds in the intensity and the duration of such 
anxiety behavior can usually be related to differences in habitual 
tension and in habitual dependence upon personal vigor and good 
health for personal security. Equally important in many cases are 
individual differences in the degree to which a particular illness 
seems to the patient to put his life or his biosocial status in imme- 
diate jeopardy, or to threaten those dependent upon him with the 
loss of his care and his emotional or financial support. 

Although the verifiable objective evidence for it is still very 
meager, there is today a widespread belief that anxiety reactions 
may influence significantly the development and recession of tissue 
pathology, particularly in viscera whose activities are considerably 
altered in emotional behavior. A great deal of interest is currently 
focused upon the possibility that chronic or recurrent anxiety dis- 
orders may induce tissue damage which local conditions then render 
self-perpetuating or progressive. This relationship is postulated 
most frequently for gastric and duodenal ulceration, colitis and 
cardiovascular pathology. So far the most convincing positive evi- 
dence for this hypothesis has been obtained by Wolf and Wolff.® 
They succeeded in producing an ulcer experimentally in exposed 
human gastric mucosa by abrading the surface during an anxiety 
reaction, and continuing to abrade it slightly thereafter. The gastric 
mucosa becomes engorged, succulent and friable during anxiety 
reactions and may conceivably be injured under these conditions 
by food abrasion. Injured gastric mucosa which is not protected by 
the normal mucinous coating is subject to irritation and further 


®S. Wolf and H. Wolff, “Evidence on the genesis of peptic ulcer in man" 
Jour. Amer. Med. Assn., 1942, vol. 120, pp. 670-675; S. Wolf and H. Wolff 
Human Gastric Function, an Experiments Study of a Man and His Stomach. 
London: Oxford University Press, 1943. 
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d^age by the digestive juices constantly present. Thus a cycle 
might become established in which visceral responses to general 
organismic reactions sustain and aggravate local tissue pathology. 

Further research of this caliber should carry us a long way in the 
direction of determining what effects the visceral responses in 
anxiety disorders may have upon the evolution of tissue pathology. 
There are, unfortunately, important obstafcles to progress in Ais 
field at present. One is the stubborn refusal of many experts to 
entertain even the possibility of an effective relationship between 
what the whole organism does and what its tissues locally do. To 
them tissue pathology is something you study under a microscope 
and emotion is something you leave to neurophysiologists and 
philosophers. This negativistic attitude is found principally among 
persons whose one-sided training makes it seem inconceivable that 
Ae human organism can operate as a biosocial unit. An equally 
important obstacle to steady progress in this field is the uncritical 
enthusiasm of those whose hypotheses stand in urgent need of 
physiological props to hold them up. This group, on the basis of 
theoretical exigency, begins with the preconception that first causes 
are to be found in emotional reactions, and therefore tends to under- 
estimate the importance of objective verification. 

In the case of cardiovascular pathology there is the special diffi- 
culty posed by all systemic diseases that begin unnoticed by the 
patient or an observer, progress slowly over a period of decades, 
and are found sooner or later in a large proportion of the populace. 
We do know, however, that when the heart beats rapidly and 
irregularly in cardiac pathology the patient is likely to become 
acutely anxious. His self-reaction to his cardiac dysfunction may 
thus further overwork the damaged heart and contribute to its 
irregularity. In short, the patient s anxiety over his heart inevitably 
includes a cardiac response which may prevent the cardiac rest 
needed for recovery. Thus it is that the cardiologist directs a large 
share of his effort toward the reduction of anxiety in his patient. 

Something similar to this occurs in respiratory disorders, and par- 
ticularly in bronchial asthma. In the following case we see a 
respiratory disturbance, developing on the basis of demonstrated 
protein allergy, reinforced by anxiety reactions which involve the 
same organs. This case also illustrates the dramatic and lasting 
improvement in the overall clinical picture which may follow upon 
the patient’s learning to control the anxious self-reactions. 
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The patient was a fourteen-year-old girl, the only child of anxious 
and devoted parents. She was transferred to psychiatry from the 
medical ward when it became evident that, although she had 
bronchial asthma on the established basis of bacterial protein sen- 
sitivity, her own anxiety and that of her parents were contributing 
to the precipitation and persistence of her respiratory attacks. The 
nurses on medicine reported that on admission the patient entered 
the ward flanked by her frightened parents, her mother on one 
side supporting die girl, her father on the other side carrying a 
syringe loaded with adrenalin ready for instant use. This entrance 
typified the attitudes which all three had developed in relation to 
the patients asthma. At home the father had been devoting him- 
self after work entirely to the task of diverting his daughter so as 
to minimize her attacks. Actually, however, her attacks had in- 
creased in frequency and severity following his arrival home, but 
neither parents nor child had suspected the possibility of any’ con- 
nection between these events, other than simple concomitance. 
In this situation the psychiatrist s task became that of treating all 
three persons, and not the patient alone, of working on parent- 
child relationships, on overdevotion and overdependence as well as 
on protein sensitivity. 

^ While, therefore, the patient was having her chronic sinusitis 
directly treated, she was being desensitized to the bacterial proteins 
by autogenous vaccines, and being desensitized to her asthmatic 
attacks also — by a retraining of her self-reactions and by emotional 
reorientation in relation to parental and filial dependence. When 
she began having an asthmatic attack on the psychiatric ward, she 
was not exposed to the anxiety reactions of her parents, or of any- 
one else, and she was not rewarded with extra attention beyond the 
requisite minimum of nursing care. The importance of the last- 
mentioned factor may be illustrated by the following incident. The 
psychiatrist observed that the patient showed a regular increase in 
attacks on protein clinic days, when she went for her injections, and 
the nurse reported that the patient received a great deal more 
attention there than on the psychiatric service. Arrangements were 
accordingly made with the allergist to have the vaccines adminis- 
tered by psychiatric nurses on the psychiatric ward. The patient 
was told only that the change was one of convenience, but her 
attacks from this point on showed no increase on injection days. 

As the patient's attacks grew less severe, she was given ephedrine 
in place of adrenalin and the ephedrine was then progressively de- 
creased - always without any indication by direct comment, innu- 
endo or manner that a change was being made or a dose diminished. 
Before her admission the patient had suffered a reduction in per- 
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mitted activities to a level appropriate for a person in imminent 
danger of collapse and sudden death. Therefore, while die psychi- 
atrist continued direct therapy, the girl was placed on a schedule 
of increased activity until she had regained the self-confidence that 
her training in anxiety had taken from her. During the early part of 
the patient’s stay in the clinic her parents were permitted to visit 
her only at infrequent intervals, but they were encouraged to discuss 
their own anxieties freely with the psychiatrist. At the end of four 
montlK the ^1 was discharged, and seen thereafter regularly by the 
psychiatrist in ofBce consultation. Asthmatic attacks continued in- 
frequent, and when they did occur both parents and daughter 
were successful in handling the situation without excitement or 
alarm. 


BIOSOCIAL BASES OF ANXIETY DISORDERS 

If at this point we pose the question, From what characteristics 
of normal human behavior are anxiety disorders derived? the 
answer is simply that anxiety disorders are derived from common- 
place normal anxiety reactions and these, in turn, are merely vari- 
ants of emotional behavior. Indeed, so fundamental are anxiety 
reactions to an understanding of behavior pathology that we have 
been obliged to anticipate this section in our discussions of per- 
sonality development, behavior organization, conflict and the basic 
adjustive techniques. There we saw that in our society the human 
organism is often tensely poised, as if for vigorous action, but at 
the same time prevented by some factor in the total situation from 
going on into an overt consummatory phase which would terminate 
the tension. Under these circumstances a variety of possible con- 
sequences present themselves of which we shall discuss the five 
most pertinent to our study. 

(1) As in all emotional behavior, the unconsummated tensions 
of anxiety may gradually die down, with the help of interfering 
activities and of other satisfactions, until the organism regains its 
usual level of relaxation. (2) The tensions of anxiety may be sus- 
tained or become cumulative, still without transcending normal 
limits, through reaction-sensitization, language behavior, thinking 
role-taking and self-reaction. We have already given these factors 
detailed consideration in Chapters 3 and 4, and discussed their 
specific relationship to fear and anxiety in our chapter on the basic 
adjustive techniques. (3) If the sustained or cumulative tensions 
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of anxiety develop beyond the limits of individual tolerance, we 
then have a chronic anxiety reaction as defined earlier in the present 
chapter. This, as we have seen, may be punctuated intermittently 
by acute anxiety attacks in which the patient may or may not 
identify some object or situation as his anxiety excitant. (4) In 
exceptional cases there is no clear evidence of chronic anxiety re- 
action, but the patient shows reaction-sensitivity to certain anxiety 
excitants which he may not be able to identify without behavior 
analysis. He suflFers occasional anxiety attacks, but between them 
appears to lead a normal life. (5) The anxiety tensions may mount 
progressively higher and higher, until finally they exceed the limits 
of an individuals ability to adapt further, and an episode of acute 
emotional decompensation is precipitated. This we have already 
described as the panic reaction. 

Anxiety reactions, then, are the bases of anxiety disorders and 
no one can help developing them under the normal conditions of 
human society.'^ To the direct cumulative and self-perpetuating 
effects of the visceral and skeletal tensions of emotional behavior 
to which all mammals are subject, the human being adds the effects 
of talking and thinking about dangerous things, about shameful 
and forbidden things. Through these symbolic reactions, and their 
organization as role-taking and self-reacting, he is able to build up 
and sustain anxiety behavior in ways that are foreign to other 
mammalian forms. As in other learned activity, a person’s anxiety 
reactions tend to generalize and acquire new excitants, so that 
potentially almost anything may come to stimulate anxiety, whether 
its relationship to the original excitants conforms to language organ- 
ization or to what we have earlier described as the logic of non- 
verbal operations. And finally, ever)'one has limits to his anxiety 
tolerance beyond which he is likely to suffer emotional decompen- 
sation. We are now ready to proceed at once to the problem of 
individual differences in relative susceptibility to and immunity 
from anxiety disorders. 


BIOSOCIAL DETERMINANTS OF ANXIETY DISORDERS 

If it is true that anxiety reacticms are normal and universal in 
our society, and that we are all potential candidates for anxiety 

^D. Cameron, “Observations on the patterns of anxiety" Amer. lour 
Psychiat., 1944, vol. 101, pp. 36-41. 
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disorder, we must next account for the observed fact that under 
objectively comparable conditions some individuals develop anxi- 
ety disorder and others do not. This brings us to our second funda- 
mental question. What are the determinants which seem to favor 
the development of ordinary anxiety reactions into a pathological 
anxiety syndrome? 

The hypotheses which ascribe differenfces in the frequency and 
intensity of anxiety reactions to congenital biological difiFerences 
in emotional lability have as yet been insuflSciently tested. The 
impression is quite widespread among those working with infants 
and young children, however, that important individual differences 
in emotional reactivity do appear which cannot be completely ex- 
plained in terms of learning.® Considering the complexity of human 
structure, and the relative directness and simplicity of anxiety 
reactions, it would be surprising if structural variations were shown 
to play no part in the observed differences in individual suscepti- 
bility to anxiety disorder. Nevertheless, the fact remains that ade- 
quate physiological and behavioral data in support of congenital 
differences in emotional lability are still lacking. We shall have 
to leave this aspect of our problem to the investigations of the 
future. 


Adoption of the prevailing pattern 

Anxious adults make anxious parents and help to create an 
atmosphere of uneasiness in the home. The child, long before he 
is able to identify or understand what is upsetting him, tends to 
react to the prevailing insecurity with his own anxiety reactions. 
Thus, adults who are continually starting, exclaiming, ducking, 
cringing or crying, when danger seems to threaten them, are likely 
to have children who do the same. Indeed, domestic animals also 
develop anxieties in the presence of anxious adults, so that an 
habituaUy apprehensive master is likely to have an apprehensive 
horse or dog. Likewise the anxious attitudes, gestures and inflec- 
tions of an adult in relation to darkness, fire, animals, lightning, 
sex, high places, hospitals, sin and a hundred other topics, favor 
the acquisition of corresponding behavior in the child who is ex- 


8L. Murphy, S^l Behavior and ChOd Personality (New York: Columbia 
Umversity ftcM, 1937), pp. 35-41 and 149-150; G. Murphy, L. Murphy and 
1937) PsychoZogy. 2d edition (New York: H^, 
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posed to these reactions. This was brought out dramatically in the 
1940 London air raids when it was found that adult anxiety reac- 
tions were more effective anxiety excitants in children than the 
terrific barrage of noise, fire and destruction.® 

In the following illustration an anxious, insecure child grows to 
womanhood, runs into serious personal diflSculties, and reacts to 
them with an anxiety pattern which she has witnessed in her 
mother all her life. 


The patient, a widow aged thirty, had always as a child seemed 
nervous and apprehensive, had slept poorly and cried easily. “If 
you just looked at her, she’d cry,” her mother reported. As far back 
as she herself could remember, the patient had lived in daily dread 
of her mother’s sudden death and the breaking-up of the home. 
The mother, from the time of die patient’s birth, had suffered from 
heart attacks and shortness of breath which doctors had “never been 
able to diagnose properly,” i.e., as heart disease. When she was 
upset the mother often said that one day she would be found dead, 
“Just like your grandmother was.” The grandmother’s death had 
made a profound impression on the patient and this threat of her 
mother’s never failed to disturb her. This, then, was the specific 
pattern of insecurity in which she grew up. 

The patient lived at home, hplping with the housework imtil she 
was twenty-two, when she married a stable and responsible older 
man. He died four years later, a year after they had lost their only 
child of tuberculous meningitis. Following this the patient nursed 
a brother through a year of pulmonary tuberculosis until he re- 
covered. She learned during this period of the dangers of contact 
infection and evolved the not unlikely hypothesis that her child 
had died as the result of exposure to her brother. She found her- 
self thinking that the brother could have kept away from them, or 
himself died, instead of being the cause of her only child’s death. 
She began hating the sight of her brother while she nursed him, 
and blaming herself as well as him for letting her child die. In this 
setting of marked ambivalence and guilt she suffered her first noc- 
turnal heart attacks with dyspnea, which made her afraid of her 
own death just as she had feared in childhood that her mother 
would die. She recognized that her attacks duplicated those of her 
mother, but she was unable to ejqplore their origins in her conflicts 
further. 

9 A. Freud and D. Burlingame, War and Children. New York: Medical 
War Books, 1943. 
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Childhood training in anxiety 

Children may be trained in reaction-sensitivity to danger by 
parents who are not necessarily themselves anxious persons. The 
overprotecbve parent, for example, may by sudden preventive 
lunges and repeated warnings train the small child to be habitu- 
ally apprehensive. Older children are sometimes taught systemat- 
ically to ferret out in unagination eveiy hidden danger that might 
conceivably lurk in an apparently innocent situation. They learn to 
think always in terms of the future but never to have confidence 
in it, to cross bridges before coming to them and imagine each 
bridge collapsing the minute they give it their full weight. By such 
procedures Rowing children gradually build into their social per- 
sonality habitual attitudes of tense, uneasy anticipation which often 
interfere with their seeking the activities necessary for social 
maturity. 

Parents frequently make the mistake of trying to foster social 
maturity in their child by parading adult problems, adult uncer- 
tainties and adult disillusionments continually before him — doubts 
concerning food and shelter, financial uncertainties and business 
worries, adult social strivings, and parental discords that divide his 
loyalties and threaten the fundamental security of his home. The 
child has many diflSculties of his own to work out that belong to his 
own age. He needs protection from adult uncertainties, which are 
too complex for him to grasp and lie far beyond his limited re- 
somces to remedy, so that he may be free to build his security in 
relation to childhood responsibilities among his elders and his peers. 
Otherwise the child grows into adulthood prematurely frightened 
by its threatening aspects. He has learned adult apprehensions be- 
fore acquiring the strength, social skill and emotional independence 
needed to meet and overcome adult insecurities. 

Perfectionistic training is apt also to be training in anxiety. 
Many chronicaDy anxious persons have been reared in homes dom- 
mated by incessant demands for better and better conduct, more 
and more achievement, higher and higher aspirations.io They have 
been urged on to adopt ambitions and set goals whidi require for 
their realfeation aptitudes or inclinations they do not have, and a 
combination of fortunate circumstances they have no good' reason 
to expect. If a person is taught always to strive beyond and above 


“Anxieties of children: their causes and implications,” Amer 
Jour. LHs. Child., 1942, vol. 64, pp. 58.5-593. ^ 
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what is possible for him, to expect of life or himself nothing short 
of perfection and completeness, and to regard any compromise as 
defeat, he can be certain of only one thing, that no matter what he 
accomplishes or what he is given, it will never bring him lasting 
satisfaction. The discrepancies he is bound to find, between hfa 
imperfect attainment and his perfect goal, will always be for him 
the measure of his own inferiority or of others’ malice, and in 
case a source of frustration in the present and the future. 

Anxiety and chronic insecurity 

Some domineering parents deliberately keep their chUd depend- 
ent by keeping him chronically insecure. By giving him emotional 
support only when he conforms completely to their wishes, and 
withholding it entirely at the first hint of rebellion, parents can 
train a child to remain habitually in subjection. He learns that 
submission is easier to tolerate than the anxieties of ostracism which 
come to him the moment he asserts himself. He may have his 
periods of resentment and half-smothered filial hate, but in the 
end he penitently gives in. 

Submissive children are emotionally dependent children and 
make anxious, insecure adults. When they attempt in adolescence 
to break away from parental domination, as they must do if they 
are ever to make a successful adult alliance with a mate, their habite 
of submission and their deeply ingrained anxiety over parental dis- 
approval become really formidable obstacles. For many young 
men and women the obstacles prove insurmountable and they 
remain unmarried children in their parents’ home forever. Some 
find their solution in an emotionally mature or older marital part- 
ner who can take over the parental role of providing emotional 
support. 

In their courting and marital relationships overdependent adults 
typically show exaggerated reactions to signs of acceptance and 
rejection in the partner, often little different from their habitual 
reactions to parental acceptance and rejection. If the marital part- 
ner dominates them, exacts submission and rewards it adequately, 
the relationship established may be reasonably successful even 
though it be punctuated by periodic revolt, like the childhood 
rebellions. But if the partner demands emotional parity or, as in 
the case of many normal women, prefers to be under moderate pro- 
tective domination herself, the relationship is unlikely to bring 
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either person satisfaction. The demands of dependent adults for 
mnotional support are seldom limited to a marital partner. Usually 
they indude the expectation that ones children will render un- 
ceasing devotion or homage, and that even one’s business or social 
equals and superiors will express continual appreciation. The per- 
petually insecure adult may be likened to ^ baU held suspended in 
the air by fountain jets; he must have never-failing streams of 
reassurance and approval from all sides to keep him up. 

It must not be assumed that anxiety disorders develop only in 
adults with an unusually insecure childhood. Childhood insecurity 
certainly predisposes many adults to react to personal and situ- 
ational difficulties with anxiety, but if the stress or strain is severe 
and prolonged enough almost any adult will begin to show patho- 
logical anxiety behavior. For example, an unlooked-for success or 
the proddings of an ambitious wife may raise unrealistically high 
levels of aspiration in a mature man, and secondarily induce 
chronic tension with its low anxiety threshold. Anxiety disorders 
may appear for the first time in a person s life following prolonged 
uncertainty over the loyalty of a marital partner or justifiable con- 
cern over the welfare of a child, from unexpected moral and 
ethical conflicts, unaccustomed economic insecurity or even from a 
much-desired increase in vocational responsibility which one is not 
equipped to handle (“promotion panic”). 

The middle-aged and elderly, because of their insecure status in 
our society, are particularly vulnerable to anxiety disorders, and 
for some of them pathological anxiety is a completely new experi- 
ence.ii The inevitable reduction in biological competence that 
comes with ageing is for most persons matched by a loss in per- 
sonal significance and socio-economic security. In men decreasing 
strength, endurance, skill and sexual prowess are common sources 
of anxiety reactions, and in women the loss of attractiveness and 
fertility. Men and women accustomed most of their lives to un- 
questioned or privileged status may unexpectedly discover, when 
they begin to lose it, that it is the keystone of their personal security 
and significance. The sudden recognition of resentment and hos- 
tility toward those who supersede or rival them often gives rise to 
serious conflict, particularly when the rival or successor is a close 

“N. Cameron, “Neuroses of later maturity," in O. Kaplan (editor). Mental 
Disorders in Later Life (Stanford University, Calif.: Stanford University Press 
1945), pp. 143-186. ^ ’ 
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relative. If by way of compensation the neglected person turns to 
other satisfactions, such as autoerotism or sexual adventures, he 
may further damage his waning status and arouse guilt and the 
fear of social retaliation. 

Punishment, anxiety and guilt 

The anticipation of punishment is fundamental to the develop- 
ment of guilt reactions. Children learn early in life to suspend or 
reverse a response, to withdraw, cringe or cry when an adult makes 
a movement, a grimace or an exclamation which originally pre- 
ceded or accompanied punishment The child’s reaction is, we say, 
anticipant; it is a reaction to the early phase of a developing situ- 
ation, the warning signal, in a way that is actually appropriate to 
the final phase, interference or a slap. Laymen witnessing such an 
anticipant reaction are likely to say, “The child knows he is being 
naughtyr and to mean that he recognizes what he is doing as mis- 
behavior, But all that we really have in such a situation is a reac- 
tion anticipating punishment, in the restricted sense that it was 
originally learned in direct relation to punishment. We can wit- 
ness the same anticipant reaction in domestic and trained animf»l«f , 
most of which certainly give no very convincing evidence of having 
evolved a system of ethical scruples. 

By the familiar processes of reaction sensitization, role-taking 
and self-reaction, which we discussed in Chapters 3 and 4, every 
child acquires a selective readiness to react to things taboo in his 
society, and learns to play the part of his disapproving, threatening 
and punishing elders toward his own forbidden trends. There- 
after he can and does develop conflicts and suffer anxieties as the 
direct result of his self-reactions to his own behavior, and in the 
absence of anyone else. A cycle of reaction and self-reaction is 
thus established from which the child can never again wholly 
escape. He has, in other words, acquired anxious self-reactions to 
his own behavior and laid the behavioral groundwork of secret 
guilt and conscience. 

For such cycles of reaction and self-reaction to operate, and 
operate effectively, it is, of course, unnecessary that the child under- 
stand the full implications of what he is doing or to be able to say 
how he does it. These are techniques which in the early stages of 
their development are not even verbalized. Ori ginally a child 
reaches or manipulates and suffers interference and punishment. 
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From these he acquires inhibiting and punitive self-reactions to his 
own reaching or manipulating. At first he reaches and manipulates, 
let us say, simply and directly with his hands. But later on he 
learns the techniques of reaching and manipulating more complexly 
and indirectly in his symbolic behavior or, as we usually say, he 
learns the techniques of wishing and daydreaming. He also pun- 
ishes, threatens and passes judgment on his wishing and daydream- 
ing, develops adient-avoidant guilt reactions and, if the cycle con- 
tinues on without relief, his tensions grow to the proportions of 
anxiety disorder. 

As we have seen in Chapter 4, all children learn to react to their 
own behavior as others react to it, and gradually acquire self-atti- 
tudes derived from the dominant attitudes of others toward them. 
Hence the child whose conduct is continually scrutinized and depre- 
ciated by hypercritical, rejecting, guilty or unforgiving parents will 
usually develop correspondingly exaggerated self-reactions to his 
own conduct. Through these self-reactions he then arouses in him- 
self the anxious guilt which his parents have been arousing in him. 
If the sinfulness of stealing or ingratitude has been his elders’ 
favorite theme, he may throughout his life show marked anxiet)' 
over honesty or gratitude which makes him take extreme precau- 
tions to avoid guilt and even the appearance of guilt in these direc- 
tions. If sex misconduct was his parents’ favorite topic, the anxious 
guilt reactions that sex interest touches off in him may reduce or 
destroy his competence in this important area of human life, or at 
the very least leave him unusually reaction-sensitive to sexual 
topics, and therefore less able to find ease in sex relations. 

The person who in childhood has been made reaction-sensitive 
to sins of omission or commission is not likely to confine his 
sensitivity to his own behavior. The shortcomings and misdeeds of 
others come also under his critical scrutiny and make him anxious 
as well as indignant. Conversing, reading, thinking or dreaming 
about forbidden things provoke anxiety with relative ease in a per- 
son sensitized to sin. This possibility must always be considered in 
analyzing the motivation of unusual public protests, letters to the 
editor and reform programs aimed at increasing cultural taboos. 
Some of these appear to arise from an urgent need to eliminate 
something in the behavior of others that excites severe anxiety and 
guilt in the complainant. Some seem to represent an attempt to 
gain control over one’s own conduct or to absolve one’s own guilt 
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by retraining or punishing similar behavior in others. Such motiva- 
tion is seldom easily accessible to one’s self-reactions. 

It is well known that persons trained in guilty self-attitudes as 
children may react to all authority with anxiety as adults. The 
mere approach of a policeman on his beat makes them uneasy. 
Being called to a superior’s office becomes a major crisis and the 
habitually guilty individual anticipates a dressing-down even 
though his superior has always maintained a neutral or friendly 
attitude toward him. On the witness stand such a person often 
feels more in peril than the man on trial even though he is not im- 
plicated in the crime. Authoritarian sermons and lectures or plays 
based upon moral conflicts frequently arouse intense anxiety and 
of punishment in individuals whose lives have involved per- 
haps less than average peccancy but who have been trained to 
suspect themselves of every possible sin. When anxious, guilt- 
burdened persons grow also confused and disorganized, we find 
them confessing to crimes they have heard about or read about but 
never committed. This possibility is known to all experienced crim- 
inologists and law-enforcement officers who sometimes find greater 
difficulty in exculpating the innocent, anxious schizophrenic than 
in convicting the actual culprit. 

Anxiety disorder as an adjustlve technique 

We consider anxiety disorders to be adjustive techniques if they 
originate, or are used habitually, as a means of overcoming, avoid- 
ing, circumventing, escaping or ignoring frustration and threat, or 
as a means of increasing one’s rewards and one’s acceptance by 
others or reducing punishment and deprivation. It is obvious that 
anxiety disorders, which are themselves so directly threatening and 
punishing to the patient, must have serious limitations as adjustive 
techniques. Nevertheless, we find both anxiety attacks and phobias 
used aggressively in controlling others and gaining special privi- 
lege. One of our patients, who had been suffering repeated anxiety 
attacks, recalled deciding at one point that he would never again 
do anything he did not want to, and from that point on, his anxiety 
attacks became his stereotyped reaction to all opposition, disap- 
pointment and neglect. They were utilized similarly in the clinic 
and this proved an imjportant aid in the patient’s distributive 
analysis. 

Our asthmatic girl gave some good examples of the uHltVgtion 
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<rf amdety attacks as an attention-getting technique. Her case illus- 
trates also how effectively such a technique may operate without 
the patient's planning, identifying or understanding what she is 
accomplishing and what her methods are. The relationship of her 
success in gaining attention to the frequency of her attacks was 
n^dy demonstrated by the coincidence pf bad days with protein 
clinic days, and by the immediate effect of discontinuing her pro- 
tein clinic visits ^together. 

Anxiety disorders are sometimes used in rationalizing one’s 
failures and inadequacies in much the same way as hypochondriacal 
disorders are. The sudden attack, the chronic “nervousness” or the 
inexplicable phobia, which incapacitates the individual, is also con- 
sidered by the patient as beyond his control and therefore not his 
own responsibility. The patient in such situations is reducing the 
tensions of anxiety over one difficulty by presenting an anxiety dis- 
order, developed originally perhaps on some other basis, as his 
excuse for poor performance. Anxiety disorders may also compel a 
person to isolate himself from others and decline to participate in 
cooperative enterprises. These are, however, simply direct avoidant 
reactions and do not represent the use of anxiety as an adiustive 
technique. 

On the other hand, anxiety disorders may be of considerable 
importance in repression. Acute anxiety produces remarkably 
effective amnesia, often retroactive, even in normal persons. Its 
operation in rendering patients amnesic for personal conflict, fan- 
tasy and wish is familiar to everyone who has treated anxiety dis- 
orders. In the typical phobia, for instance, we see repression 
appearing in a somewhat different relationship. The habitual anxi- 
ety excitants are often derived or incidental substitutes which 
enable the patient to designate, to himself as well as to others, an 
acceptable even though unintelligible origin for his anxiety. Recall 
or recogmtion of the original stimulation may thus be repressed to 
the point of making it completely inaccessible to the patient’s self- 
reactions. 


ANXIETY DISORDERS IN REIATION TO OTHER BEHAVIOR DISORDERS 

lie prevalence of anxiety reactions in normal life and in be- 
havior pathology is attested to by their appearance as topics of 
discussion in every chapter of this book. But anxiety reaction does 
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not necessarily imply anxiety disorder. On the contrary, we find 
that intolerable anxiety reactions are met successfully in normal 
behavior through adjustive techniques, and dealt with successfully 
also, even if at a very high cost, in such behavior disorders as hypo- 
chondria, apathetic fatigue, compulsions, hysteria and mania. We 
find anxiety fended off sometimes in schizophrenia and depression 
where the patient retreats from threat and conflict into a protective 
shell of incapacity. In other words, the presence of uncomplicated 
anxiety disorder indicates that, in the face of mounting anxiety, 
the patient has neither successfully utilized his normal adjustive 
techniques nor developed other behavior disorders instead. 

As we have seen, anxiety reactions appear in most cases of hypo- 
chondria and fatigue syndrome, while body overconcem and com- 
plaints of chronic fatigue are common events in anxiety disorders. 
We make our differential diagnosis on the basis of the relative 
prevalence and importance of one or another group of signs and 
symptoms. Some hypochondriacal and chronically fatigued per- 
sons have apparently adopted or been trained in attitudes of body 
overconcem, and in habits of guarding themselves against effort, 
without ever having suffered unusual anxiety reactions. They have 
developed topical reaction-sensitivity in these directions by the 
same methocfc which lead other persons, for example, to become 
reaction-sensitive to sports news or fashion. Transient hypochondria 
is sometimes an anxiety equivalent, the patient recurrently focusing 
concern on some organ, part or function, during a period of severe 
stress, from any source, and recovering quickly after relief comes. 
The origin of hypochondria in anxiety disorders, and of both hypo- 
chondria and apathetic fatigue syndromes as maladaptive solutions 
of anxiety disorder, have already been discussed. 

Anxiety reactions are among the commonest symptoms in para- 
noid disorders. Paranoid patients often report typical anxiety at- 
tacks, and few of them are free from some degree of dirouic anxiety 
reaction. In well-developed cases the differentiation raises few 
dfficulties, since more or less systematized delusions dominate the 
clinical picture of paranoid disorders, whereas delusions are absent 
or fleeting and incidental in anxiety disorders. Pronounced anxiety 
reartions are also characteristic of a considerable proportion of 
schizophrenic disorders, especially during acute episodes. Indeed, 
ttere is good reason to believe that the disorganization of bdiavior 
in schizophrenia is often the direct result of prolonged acute anxi- 
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ety, such as ftat which occurs, for example, in panic reactions. 
Anxiety disorders can be distinguished from sdiizophrenia by the 
absence of serious lasting behavior disorganization, including 
bizarre delusions and hallucinations. 

Tie likelihood that mania often represents the outcome of severe 
nnxiety has already been mentioned. Soii^e behavior pathologists 
look upon the manic attack as an escape from insupportable anxiety 
into overt action, or, as it has been expressed by metapsychologists, 
an ^cape into reality.” Typical mania is not easily confused with 
anxiety disorders, however, for anxiety disorders lack the over- 
weaning, aggressive self-assertion of mania, its elation and distracti- 
bility, and its characteristically lively stream of talk with quips, 
puns, rhymes and flight of topics. Retarded depressions likewise 
raise few problems of difl[erential diagnosis, although, of course, a 
person suffering from long-continued severe anxiety may second- 
arily develop a retarded depression. But in the uncomplicated 
anxiety disorder one does not find fixed sadness, slowing of move- 
ment and speech, or well-developed delusions. 

Agitated depressions, on the other hand, raise serious diagnostic 
difficulties. In fact, if marked sustained anxiety progresses without 
dramatic emotional decompensation the point may finally be 
reached where the clinical syndrome can no longer be distinguished 
from agitated depression. In the anxiety disorder one does not find 
outspoken delusions of overwhelming guilt, unworthiness or im- 
pending punishment. The patient, unless actually in or recovering 
from an acute attack, can usually go on with his work, and he does 
not seriously plan suicide or exhibit the signs of despair so prom- 
inent in agitated depressions. If these depressive characteristics 
begin to appear in an anxiety disorder, the patient 3 treatment must 
be niodifled to that appropriate for an agitated depression, since 
that is what his behavior has become. In brain damage, anxiety 
disorders may develop on the basis of delusions, disorientation or 
the failure of previously adequate adjustive techniques as a result 
of relative cerebral incompetence. In mild or early cases the possi- 
bility of brain damage is sometimes overlooked, while in elderly 
persons anxiety disorders are frequently blamed upon brain dam- 
age which cannot actually be demonstrated. 

Of all the behavior disorders, hysteria and compulsions give the 
clearest evidence of being maladjustive techniques which reduce 
and sometimes eliminate otherwise intolerable anxiety tensions. 
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Anxiety disorders are seldom difficult to distinguish from hysteria^ 
since when one syndrome is prominent the other is usually absent 
Indeed, hysteria often represents the price a person has had to 
pay, in terms of losing control over some function, for getting rid 
of an insupportable anxiety reaction. His unaided attempts to 
regain control of the function he has lost, if he makes them, usually 
defeat themselves by reactivating the anxiety disorder from which 
the disability protects him. Similarly, in compulsive disorders, to 
which we shall next turn, the fruit of resistance to the compulsion 
is mounting anxiety, while the reward of indulgence is a temporary 
respite. ^ 



Compulsive Disorders 

/ 


rr IS IMPOSSIBLE to study compulsive rituals 
without being struck by a remarkable resemblance between the 
functions they serve in the individual patient’s life and the func- 
tions performed by the rituals of various social institutions in the 
life of the community. Indeed, there are significant relationships 
between these two groups of phenomena which we as behavior 
pathologists cannot afford to miss. For unless we recognize that 
something more than superficial resemblance is involved in the 
comparison, compulsive disorders with their rigid uniformity of 
procedure and design, and their systems of taboo and penalty, must 
remain for us no more than isolated and therefore unintelligible 
curiosities, instead of what they are — the abnormal variants of a 
universal biosocial trend. 

If we begin by looking at the organized play of normal children 
-for example, at a group of girls playing “hopscotch” in the street 
— we are at once impressed by the participants’ intense devotion to 
inflexible rules of procedure, exactitude in repetition, and observ- 
ance down to the minutest detail of fixed formulas and ceremonies. 
There seems to be a general principle implicit in their code that 
deviations are not to be treated simply as mistakes, but as trans- 
gression to be met with penalties and ostracism from the partici- 
pating in-group. True, the patterns and rules of play are culturally 
transmitted from older to younger children. But this fact alone 
does not account for the intense moral indignation that sweeps an 
organized play group when one child deliberately alters or omits 
a step in the traditionally fixed sequence — stands on the right foot 
instead of the left or turns to the left instead of the rigfi, even 
though one way is as good as the other so far as the next move is 
concerned. 
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Nor are these ritualistic childhood attitudes confined to organ* 
ized ^oup play. Children individually and collectively give similay 
reaction to every inadvertent change or omission by an adult who 
is reading or telling a fairy tale with which they are familiar. They 
greet the most trivial alteration with passionate and irritated opp<v 
sition, and insist vehemently upon exact repetition and inviolable 
order. The unsanctioned innovation and the unfilled gap interrupt 
the expected flow of the familiar, bring tensions of frustration to 
the child, and cheat him of his anticipated closure. The old ways, 
the complete and ordered ways, become sacred in a child’s life 
when they bring him the fulfillment of expectation and therefore 
satisfy his aroused need. 

Normal adults likewise impose arbitrary strictures upon their 
own social behavior, not only in games and other recreation, but 
throughout their social institutions. Moreover, we find in adult 
society an ardent and obdurate insistence - much like that shown 
by normal children in relation to their play and folklore - upon 
maintaining innumerable compulsory self-limitations for decades 
and centuries after these have become meaningless, and even after 
their original significance has been forgotten. In legal formalities, 
in parliamentary procedure, in religious and club ritual, in military* 
social and business etiquette, there is overwhelming evidence of 
the common man’s conviction that some special virtue attaches to 
repetition and uniformity, to uncompromising regulation and un- 
varying sequence. 

If, for example, any man hopes to accomplish a certain thing 
in the public interest, he must proceed meticulously step-by-step 
according to the rule. Never mind how urgent the need may be 
for speedy action. Let him not omit a single station, lest someone 
make him start his pilgrimage all over again. If a bride wishes her 
wedding to be a “good wedding,” she must on no account walk to 
the altar with the man she is about to marry, even though she 
expects to walk beside him through the rest of her life. Suppose a 
man has the signing of his will witnessed by two honest and com- 
petent witnesses in one of the localities where the rule calls for 
three. The will may be declared invalid, and the beneficiaries dis- 
inherited, even though everyone agrees that the will represents the 
intent of the deceased. Or if a witness at a hearing, who is judged 
able to raise his right hand as tradition requires, will raise only his 
left hand, it matters little how much his testimony is needed and 
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how honest he is known to be, his oath is irregular and the testi- 
mony may be sacrificed to the rule. 

There is no denying that, whatever its origins, man’s devotion to 
order, repetition and ritual has played an essential part in the 
evolution of modern society. We tend to emphasize change and 
improvement so much in the history of/the arts and sciences that 
the equally important factors of uniformity, exactitude and repeat- 
ability are often overlooked. Technological, ethical and esthetic 
developments have depended always upon man’s ability to hold on 
to successful techniques, or techniques that he believed were suc- 
cessful, and to build them through cultural transmission into a 
lasting tradition. 

In the comse of this progression, carried through millennia, man 
has repeatedly evolved techniques for prediction and control long 
before learning to analyze his own methods and sort out the essen- 
ti^ from the incidental components. Even in ancient times he 
exhibited an avid appetite for explanation and the same love of 
premature conclusions that he shows today. As a result, in order 
to account for his successes and failures, he has over and over 

again adopted plausible hypotheses which have later proved irrel- 
evant. ^ 

Urfortunately, a great many of these discredited hypotheses, in 
the fora of magical practices and superstitious folklore, have re- 
mained remarkably tenacious in our culture.^ Thus, in contem- 
por^ America, one of the most highly developed technological 
civilizations of all time, magic and superstition flourish everywhere. 
Famous hotels and hospitals have no thirteenth floor; prominent 
busmess and political figures consult occult sources for prediction 
or for personal strength; charms, signs and amulets are worn or 
earned to bring safety and good fortune; amateur and professional 
pmblers rely upon a tie, some antic, a coin or a rabbit s foot; magic 
formulas are repeated which often include words having no mean- 
mg whatever for the superstitious speaker. 

This is the cultural and historical backdrop against which com- 
p ive repetition, order, ritual, penance, magic and superstition 
mast be viewed. With such a perspective, we shaU see that com- 
pulsive techniques are little more than individualistic variations 
exaggerations and distortions of the techniques used in our contem- 


“Superstitious self-protection in psychopathology’ 
Arch* Neurol. Psychtat.t 1940, voL 44, pp. 331-361. * ^ ° 
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porary culture by normal children and adults in the practice of 
ma^c, science and religion. Moreover, the goals of compulsive 
patients closely parallel the goals of normal men and women. For 
both normal and compulsive persons try to increase their control 
over events, or over theu own conduct, by increasing uniformity; 
both evolve favorite techniques with which to anticipate and hold 
oflF danger; both believe that guilt can be absolved or nullified by 
penalties and formulas. The compulsive disorders thus take their 
place beside the other neuroses as exaggerations, distortions or 
socially inappropriate developments of common, normal human 
trends. 

Compulsive disorders are characterized by irrepressible tenders 
cies to do, say or think something in a particular way, which are 
initially opposed by tendencies to resist such behavior, and are 
accompanied by anxiety reactions whose periodically rising intensity 
leads to indulgence, followed by relief. The acts, words and 
thoughts involved in compulsive disorders are often ordinary and 
trivial, such as snapping the fingers, tapping, counting, saying a 
set word or phrase, recalling or imagining a prescribed sound or a 
scene. Compulsive acts, words and thoughts may also be horrifying, 
painful, blasphemous, humiliating or disgusting to the patient 
The relief from anxiety tensions, which a patient may obtain 
through indulging in his resisted tendency, is always incomplete or 
temporary relief. Sooner or later the tensions begin again to mount 
until the patient is obliged to give in once more in order to reduce 
them. As with other adjustive techniques, the compulsive reaction 
tends to generalize, and may in time become a stereotyped mode 
of meeting all kinds of diflBculty, whether these involve mounting 
anxiety or not. It is usual for the compulsive patient to be ashamed 
of his compulsion; often he is perplexed by it and resents it as 
absurd and burdensome- 


VARIETIES OF COMPULSION 

To bring the vast array of compulsive patterns within the com- 
pass of a brief discussion, it will be necessary to reduce their variety 
to a few main groups, and to confine our illustrations to the most 
common and important forms. Accordingly we shall distinguish 
compulsive repetition, serial compulsions, compulsive orderliness, 
compulsive self-restraint and coercion, compulsive magic and anti- 
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social compulsions. These groupings must not be thought of as 
constituting mutually exclusive “types” of compulsive disorder. On 
the contrary, the climcal case is rare which shows no overlap what> 
ever from one group to another, and any or all of these varieties 
may appear together in the same person’s compulsive behavior. 

Compulsive repetition ^ 

All compulsive behavior is to a certain degree repetitious, but 
in some disorders repetition dominates the whole clinical picture. 
We do not, of course, consider habitual repetition a compulsive 
disorder unless it interferes with a person’s social eflFectiveness and 
his satisfactions, makes him expend disproportionate effort upon 
everyday activities, or leads him into behavior that is inappropriate 
or inexplicable. Many cautious householders, for example, insist 
u^ making sure every evening before they retire that doors and 
windows are fastened, water faucets, gas jets and lights turned off, 
and the children all safely tucked in bed. Their insistence upon 
this routine may demonstrate personal insecurity but it does not 
constitute a compulsive disorder. There are, however, cautious 
householders who must habitually return again and again to check 
on what they have already done, because they remain restless and 
anxious over the possibility that something in what they have done 
is wong or incomplete. Even though these rituals of nocturnal 
verification become burdensome to the individual, disturb his rest 
and bring him into conflict with others, he cannot as a rule resist 
repeating them because of his increasing anxiety. Such a house- 
holder is no longer merely cautious; he is suffering from a repetitive 
compulsive disorder. 

Many of the milder degrees of compulsive repetition are hardly 
more than expressions of generally insecure, doubting, overconsci- 
entious and perhaps guilty attitudes. Thousands of persons who 
unmistakably exhibit such tendencies are able to keep them within 
moderate bounds under favorable conditions. If, however, they 
get into situations which seem to threaten their relatively pr^ 
c^ous security, or if their usually mild compulsive trends are 
directly reinforced, a compulsive disorder may develop. The fol- 
lowing case illustrates the growth and recession of compulsive 
repetition as a situational reaction. 

A young man, with a background of mild childhood and adoles- 
cent compulsions, was led to obtain employment as a bank teller by 
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kaming that if he proved satisfactory the bank would make his 
future secure. His vision of a secure future, however, turned out 
to be a mirage. He soon found himself obliged to count and recount, 
che<^ and recheck, always doubting his results and day by day 
getting more anxious, until finally it became utterly impossible for 
hini to keep up with his work. He grew afraid that others would 
notice to repetitive and often furtive behavior and misinterpret it 
as an indication of malfeasance. After work he was unable to 
relax or to gain restful sleep, because of frightening imaginations 
and dreams that he had slipped up somewhere and would be dis- 
graced or imprisoned. He was referred for psychiatric consultation 
by the family physician in to home town. 

Becaure the patient’s home was distant from a city with psychi- 
atric facades, and because the patient and his family resented the 
implications they read into to referral, extended psychiatric ther- 
apy could not be planned. Nevertheless, a change of position to 
one with fewer details and litde risk brought some improvement 
at once, and the alarming anxieties for which he had originally 
sought medical aid subsided after a few sessions of brief thera- 
peutic analysis. When the patient discontinued treatment he still 
had to old doubts and insecurities, but these he preferred to accept 
as immutable components of to personality. In view of to ovm 
and to family’s prejudiced attitudes, and the lack of facilities in 
the region where his home was situated, this characterization of 
to inadequacies by him was imdoubtedly correct. 

Among the more severe syndromes of compulsive repetition none 
is more illuminating tlian that classical aberration of a normal 
human habit, the syndrome of compulsive handwashing. The fol- 
lowing case will illustrate the development of such a compulsion in 
an insecure person who suffered from lifelong tendencies to feel 
inferior and inadequate, to resent preference and attention given 
to others, and to develop strong guilt and anxiety in relation to her 
own reactions. 

The patient, an unmarried female government clerk of twenty- 
seven, complained that she had been obliged to break off an en- 
gagement of three years’ standing because of ungovernable out- 
bursts of rage, continual preoccupation vrith thoughts of contam- 
inating others, and irresistible impulses to wash her hands in spite 
of a painful chronic dermatitis. Her diflSculties plainly lesuibed 
back into early childhood. She had always been compared unfav- 
orably with a younger brother, the family favorite. She could recall 
brooding a ^eat deal over her parents’ preferential attitudes and 
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developing hostile ruminations concerning her brotiier and resent- 
ment toward her parents. She often felt unwanted, inferior and 
guilty. As a child the patient had frequent severe temper tantrums, 
particularly when her younger brother teased her, and she experi- 
enced many fearful dreams in which she had several times jumped 
out of bed and run into the lighted hall before awakening. She 
was an unusually fastidious child, ^en in the pre-school years, 
liking everything around her to be in perfect order, her person 
meticulously neat and clean, and her dresses without a crease or a 
touch of dirt to mar them. Her parents had brought her up to have 
a sfrong sense of moral responsibility, and she had never lost the 
anxious, ambivalent fascination for unpardonable sin that she ac- 
quired early through her religious indoctrination. 

During perhaps two years, when the patient was between ten 
and twelve years of age, she became involved in occasional episodes 
of mutual sex arousal with girl friends. This made her feel wicked 
at the time, but seemed not to have given rise to serious conflict 
between episodes. For several months, around the age of twelve 
or thirteen, the patient developed the practice of counting parked 
automobiles and passing automobiles in groups of seven. She kept 
the <»unts of the parked and the passing cars separate, and felt 
that if she made a mistake something terrible might happen - she 
did not know what. She completed high school creditably at the 
age of eighteen and, after a year of special study in Washington, 
obtained civil service employment with a federal agency. During 
her civil service course and her first year of work the patient had a 
^eat deal of trouble performing repetitive acts, particularly in rela- 
tion to cross-filing, indexing and the proper use of forms. At home 
she showed her tension in marked irritability, temper outbursts, 
poor sleep and crying speUs; both the temper outbursts and the 
crying spells were typically followed hy tension-reduction. 

Between the ages of twenty and twenty-seven the patient had 
three serious love affairs. At twenty she began going steadily with 
a dignified, reticent man of thirty-five for whom she felt great admi- 
ration. Religious differences, however, raised so much opposition 
on the part of her family, and so much uncertainty in her, that she 
found herself growing more and more tense in his company. After 
a series of misunderstandings over trivial matters, there was a final 
quarrel in which the patient burst into a violent rage and told the 
mra never to return. She was then nearly twenty-two. Her second 
serious interest in a man, some six months later, ended disastrously 
tor her. After a few uneventful dates, her escort unexpectedly com- 
menced sex play and she as unpredictably reacted to the experience 
with an upsurge of guilt, not so much over the contemporary situ- 
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ation as over her girlhood sex misdeeds. Back home, she went at 
once to her mother and in a spirit of self-abasement confessed her 
childhood and adult iniquities, saying that she had sinned against 
God and that her hands were unclean. No handwashing compul- 
sions, however, appeared at this time. 

Following this episode and her confession, the patient remained 
for several months seclusive and self-depreciatory, declaring to her 
mother that she felt unfit for human company. She talked a great 
deal about right and v^rong, and told her mother that she had for 
years been troubled by pelvic sensations which came with sex 
tension, with visceral distention, and with guilty thoughts. She had 
frequent crying spells and her sleep and appetite were poor, but 
there were no temper tantrums, and the patient managed through it 
all to stay at work. When summer came she obtained a ninety-day 
sick leave and spent it on a farm. It was here in connection with 
her use of commodes, whose daily redistribution was quite hap- 
hazard, that the patients first preoccupations over contaminating 
others appeared, and it was here that she began her repetitive 
handwashing. 

She returned from her sick leave much improved in spirits but 
with an established compulsive disorder. At home she insisted upon 
having yeUow laundry soap for her hands, she scrubbed her hands 
and forearms up to the elbows with a nail brush, and sometimes 
added lysol to the water. With this routine the patient was not long 
in developing a chemical dermatitis of the hands and forearms, 
which was disfiguring as well as painful, the dorsal skin of her 
hands sometimes cracking and oozing serum. But whether painful 
and disfiguring or no, she was compelled to keep on washing and 
scrubbing. For if she delayed or resisted, an acute anxiety attack 
appeared, with palpitation, mounting tension, dyspnea and per- 
spiration. She found that, under penalty of acute anxiety, she could 
not use a towel twice without laundering or a dress twice without 
cleaning. Her bureau drawers were gradually filled with discarded 
brushes, combs, powder puffs, gloves and handbags which for her 
had become instruments of possible contamination, and therefore 
were untouchable. 

At work the patient became meticulously careful about the 
records she kept, copying whole forms over if they seemed imtidy. 
In erasing and eradicating she felt obliged to eliminate every trace 
of the wrong entry and to restore with great exactitude the column 
and cross lines. These were no more than exaggerations of her 
usual techniques, but to complete them now meant relief from 
anxiety tensions which gave them still greater impetus than had 
her former simple satisfaction with good order alone. Her diffi- 
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culties were further increased by the inevitable discovery of her 
handwashing routines by her fellow-workers and tlieir open recogni- 
tion that something was wrong with her. 

When she was twenty-four the patient fell in love with a man her 
own age of whom her family approved. Within a short period they 
became engaged, but her irritability, temper outbursts, handwash- 
ing rituals and continual preoccupation with contamination repeat- 
edly raised barriers to their intended marriage. She proved unrea- 
sonably jealous of her fianc^, accused him of not appreciating her 
worth or giving her enough attention, and devoted a great deal of 
the time they were together to discussions of the injustices com- 
mitted against her and against others whom she liked. The tensions 
she developed while with him often culminated in a violent scene, 
and this bore a direct relationship to her compulsive handwashing. 

The patient stated. that whenever she developed tensions as a 
result of feeling jealous, unappreciated, neglected, frustrated or 
sexually stimulated, these regularly included the pelvic changes of 
which she had complained to her mother several years before. As 
soon as she gave vent to a temper outburst, however, the relief 
which always followed it also included anal sphincter relaxation. She 
now had two sources of anxiety, the one that she might contaminate 
someone after her relaxation, and the other a remorseful reaction 
over the unmerited hostility she had shown her fiance; The situ- 
ation led each time to a vigorous cleansing ritual. She frequently 
found that hurting herself was pleasurable, telling herself in her 
self-reactions that she had it coming to her, and gloating when the 
smarting made her wince and whimper. After the ritual was over 
she usually felt relaxed and gratified. 

Meanwhile the patient found that some of these reactions had 
generalized to less directly related situations and activities. If she 
compared herself in her thoughts with other persons whom she 
admired, the reactions of inadequacy, resentment and guilt which 
were aroused would lead her to another painful ablution. Think- 
ing about taboo subjects, hostile or jealous ruminations over any- 
thing, and the feeling that she or anyone else was being unfairly 
treated, had the same eflFect. Even ordinary tensions developing 
from delay, from having to stand in line at the cafeteria, or from 
having to hurry, eventually made handwashing seem imperative. 

It is noteworthy that if ablution was impossible at the time, the 
patients anxiety gradually subsided, but whenever handwashing 
seemed to her at all possible, she could not resist it. She said that 
something in her appeared to dominate her choices; it seemed to 
have two sides, one saying, *Yes * to a contemplated decision, and 
one saying, “No,” and the outcome depended upon which side tri- 
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umphed. There was no hint of disowning projection in the patient’s 
reaction to this ‘‘something”; she regarded it as mysterious and 
irresistible, but still as a part of herself. This was her situation 
when she finally broke off her engagement in desperation over her 
own plight and her fiances growing coolness. Extended therapy 
succeeded in improving the patient’s adaptation to her anxieties 
and in reducing her compulsions, but it did not make her well. 

This case points up certain important characteristics, common to 
many varieties of compulsive disorder, which will enter into our 
discussion of the bases and the determinants of compulsions. For 
one thing, it is clear that the patient's ritual is not an isolated, 
meaningless habit in her life, but rather a direct outgrowth of 
serious, long-standing conflicts and anxieties in which techniques 
learned earlier in life became symbolic of moral cleansing. More- 
over, each indulgence brings the patient relief, even though relief 
so obtained is both transient and costly. The handwashing ritual 
showed generalization to other excitants, and it tended to grow 
cumulative and self-perpetuating. A division appeared in the 
patient's behavior - one that she recognized herself and, for- 
tunately, did not project and disown - into a permissive aspect and 
a forbidding aspect which, she said, seemed to dominate her 
choices. Finally, the patient showed great concern over guilt, 
obvious self -punitive attitudes, and peace following expiation. And 
in attempting to cleanse herself of sin, she performed a ritual 
whose pattern has appeared and reappeared in our cultural tradi- 
tions for thousands of years. 

When Pilate saw that he could prevail nothing, but that rather 
a tumult was made, he took water and washed his hands before the 
multitude, saying, I am innocent of the blood of this just person: 
see ye. 

Serial compulsions 

The serial compulsion requires a person, in carrying out certain 
sequences of acts, to adhere at any cost to a preconceived in- 
variable order. The normal man or woman, for example, follows 
an habitual preferred order in such routine matters as dressing or 
undressing, and as we pointed out in relation to ambivalence and 
ambitendencies in Chapter 3, this organization of routine means 
economy and freedom for such other simultaneous activities as 
conversing, daydreaming and making music. But normally the 
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soial order is not rigidly fixed. If one is in a hurry, or preoccupied 
with daydreams and conversation the habitual, preferred order may 
change without arousing anxiety and usually without being so much 
^ noticed. Not so in the serial compulsion. In compulsive dress- 
for example, a certain shoe, sock, stocking or glove must always 
go on before the other, and the upper garment always before the 
lower, or vice versa. Buttoning and unbuttoning become important 
matters of procedure in which the order must remain invariable. 
If by accident the prescribed sequence is not followed, the gar- 
ment concerned or all one's garments must be removed and the act 
repeated correctly. Undressing may have to be done in an order 
exactly the reverse of that prescribed for dressing, with corre- 
sponding penalties for deviation. 

The tyranny of serial compulsion sometimes dominates the 
whole pattern of a person’s life. To be absolutely certain that a 
fixed order of procedure is always rigidly followed, and not a 
single step omitted or left incomplete, the patient must pay undi- 
vided attention to every detail of his compulsive routine. He must 
be able to look back, if need be, and check each step to make sure 
it has been carried out perfectly and in the proper place. But sup- 
pose he does not clearly recall each step afterwards. Was the fixed 
order followed with complete fidelity to the last detail? Has every- 
thing been done exactly as it must be to bring complete security 
to the anxious, doubting patient? Suppose a misstep or a mistake 
has been made somewhere in the process. What shall he do? 

The compulsive patient who is suddenly unsure of what he has 
completed in his ritual is in the same predicament as the down- 
tovra shopper who suddenly recalls starting the bath water at home, 
but cannot remember timiing it off. In either case the anxiety that 
arises may make a check imperative. For the compulsive this usu- 
ally means repeating the sequence from start to finish, watching 
his every move and perhaps calling each shot as it is made, in order 
to be doubly sure. No matter if somebody is waiting downstairs, 
or there is an important appointment to meet, or a train to catch! 
A few experiences with the mounting anxiety that appears, when 
the comp^sive tries to ignore his doubts, are quite suflBcient to cure 
him of his incipient rebellion. The following case will illustrate 
these points. 

The patient, a forty-one-year-old childless married woman, com- 
plained that for six years she had felt compelled to adhere strictly 
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to a rigid routine of bathing and dressing before going out and 
that, during the year past, her serial compulsion had grovm more 
insistent than ever. Ihe beginning of her difficulties followed her 
marriage by one year, and developed in a setting of three-cornered 
bickering between her husband, her mother and herself. She was 
an only child, brought up without assistance by her widowed 
mother whose goals for a daughter were obedience and perfection. 

A year after the patient’s marriage at the age of thirty-four, her 
mother had come to their home in the country to spend the sum- 
mer. A tug of war soon developed between her husband and her 
mother. When in the daytime the patient listened sympathetically 
to her mother’s grievances, she felt guilty of disloyalty to her hus- 
band. When at bedtime she heard her husband’s none too gende 
comments on her mother’s character, habits and probable future, 
she found herself growing hateful and indignant toward him. It 
was soon plain to her that they were all three skating on thin ice, 
and she became haunted by the fear that at any moment she might 
do something to precipitate an open row. She began anxiously 
watching every Uttle thing she did and said, in order to maintain 
the precarious balance for the remainder of her mother’s stay. 

iUthough the patient was never able to identify a directly pre- 
cipitating incident or to recall exactly when compulsive dressing 
started, the events of the summer of her mother’s visit were unques- 
tionably its background and it was well under way before her 
mother left. In its complete form the ritual prescribed every move- 
ment, from the inoment the patient disrobed for her bath to the 
moment she was dressed for die street. Shower cap and curtain, 
soap, bath mat, towel and body powder had all to be arranged 
beforehand in their appointed places, and then used according to 
rigid regulations. Dressing to go out was the next ordeal, its every 
step governed by rules of procedure, even to the point of prescrib- 
ing the hand in which a garment must be held, and which foot 
must go before the other. If at any phase of this elaborately con- 
trolled sequen^ the patient became unsure of an earlier phase, her 
mounting anxiety compelled her to start the dressing over, and 
sometimes the bath also. 

About two years after the onset of her symptoms the patient 
underwent psychotherapy in a private sanatorium for several 
months. She was discharged greatly improved but still with her 
serial impulsion. Three years later a new development' made her 
condition worse than ever. Probably as a result of increased anxiety 
over financial reverses, and the specter of living again with her 
mo^r, the patient began perspiring profusely after her shower. 
This she attempted to meet by using lukewarm water, moving 
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slowly and applying large amounts of anaphoretic deodorants. How- 
ever, if while dressing she felt hurried, if she became unpArtain 
about die ritual, if she thought of something nnplpasant or annoy- 
ing, or even if she recalled having left somet^g undone that ought 
to have been done, she would break oht into perspiration at once 
and then have to start all over again with another bath. 

As a result of this recent exacerbation of her symptoms she and 
her husband, an habitually sociable person with many lifelong 
friends, had become more and more isolated h'om the companion- 
ship of others. In a commtmity where hospitality among the old 
families was perhaps the most important surviving tradition, this 
couple was obliged to delay dinners, come inexcusably late or not 
show up at all, because of the patient s enslavement to the service 
of her ritud. On one occasion she imdressed and bathed herself 
five times in succession, while her husband sat waiting to go out 
with her to dinner. It was only after she had given up hope, and 
he had presented to their expectant hostess their apologies for not 
being able to come, that she managed to complete her dressing in 
preparation for an unhappy meal at home. The patient gained con- 
siderable insight in the course of analytic therapy, this time reveal- 
ing ambivalent attitudes of dependence and hostility toward her 
husband, vvhich threw light upon her use of the ritual as an instru- 
ment of spite against him and of punishment against herself. She 
was discharged greatly improved but still compulsive. 

Any ordinary habitual succession of acts may be frozen into a 
serial compulsion as a reaction to anxiety. Many compulsive pat- 
terns are caricatures of the normal person’s dependence upon rou- 
tine. Everyone derives comfort, security and satisfaction from go- 
ing through or witnessing familiar sequences - at home, at business 
or in church, on the parade ground, at the ball game, watching a 
familiar plot unfold at the theater, or listening to musical sequences 
one has heard a hundred times. In these habitual successions even 
the normal adult is likely to react to unauthorized changes in pro- 
cedure, no matter how trivial the changes may be, with dissatisfac- 
tion, uneasiness and sometimes open indignation, like children in 
the presence of a violation of their game or fairy-tale sequences. 
For the compulsive patient the habitual routine, whether a cari- 
cature or not, has for one reason or another become the behavioral 
foundation of his personal security. A change in this means for 
him disruption, and therefore a direct threat to his integrity. 

Compulsive orderliness 

Mammals seem to operate most effectively in surroundings whose 
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design is relatively stable and familiar. The unchanging context 
supports their routine activities and provides a dependable back- 
ground against which to cope with new elements entering the be- 
havioral field. Human beings exhibit, in more ways than any other 
mammal, a preference for straightness, symmetry, uniformity and 
completeness in their surroundings, the origins of which are still 
the subject of lively controversy.^ For example, in our own culture, 
we find that circles, ellipses, triangles, squares, straight rows and 
balanced pairs prevail indoors as well as out. There are, for ex- 
ample, the endless lines of packaged merchandise, the ranks of 
marching men or dancing girls, the avenues of evenly spaced trees, 
all alike, the design of parks and gardens, pictures on walls, bal- 
anced windows and matched furniture, stamp collections, rows of 
identical books and the rigid sjmmetry of tables set for dinner. In 
all of this we see the evidence of normal human satisfaction, in our 
culture, with an orderly arrangement of human environment. We 
do not consider such a trend abnormal unless it dominates an indi- 
vidud’s behavior to the virtual exclusion of other usually cogent 
considerations, or is so intimately bound up with his security that 
the slightest variation precipitates unbearable anxiety. 

Compulsive orderliness is usually concerned with simple every- 
day arrangements. Shoes, for example, must be lined up exactly 
against the baseboard and ranged according to slight differences 
in size or color. Every doily on a table must be straight to the 
thread; paired military brushes or perfume bottles on a dresser 
must precisely balance each other to the quarter inch; eadi chair 
must be in place and at some exact angle in relation to other furni- 
ture or to a comer of the room. The slightest deviation from a 
prescribed design engenders immediate dissatisfaction, restlessness, 
annoyance and anxiety. The compulsive person’s relaxation, his 
pleasure, even his going to sleep, must then wait upon the restora- 
tion of his accustomed stereotyped pattern. 

Overmeticulous housekeeping is a common form of compulsive 
orderliness which is frequently mistaken for virtue by one’s neigh- 
bors. Some interiors look like furniture advertisements because 
everyone is restrained from making normal use of them. Nobody 

® See for example R. Linton, The Cultural Background of Personality, New 
York: Appleton-Century, 1945; B. Malinowski, The Dynamics of Cultural 
Change, New Haven: Yale University Press, 1945; J. Whiting, Becoming a 
Kwoma: Teaching and Learning in a New Guinea Tribe, New Haven- Yale 
University Press, 1941. 
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is free to do as he pleases, to relax and lounge, to get artides out 
and leave ttem around, to shift furnishings for comfort or con- 
venience in short, to do all the untidy things that make houses 
into hom,es. The place is ruled over by an irascible domestic 
tyrant who cannot allow the slightest disarrangement of furniture 
or knick-knacks, who cannot tolerate a speck on the rug or a spot 
of water on the kitchen linoleum, a pillow or a cushion slightly 
askew, a bed-cover with even the hint of a wrinkle, or window 
shades at heights that disagree by an eighth of an 
The compulsive household tyrant is, of course, herself under the 
relentless tyranny of her own anxiety reactions. It is because the 
most trivial departure from perfect orderliness makes her acutely 
miserable that she develops attitudes of annoyance and resentment 
toward those who disregard her injunctions. In one such instance 
the patient obliged her husband and three children to spend all 
their evenings in a bleak kitchen, although this had been the pat- 
tern of neither her husband s nor her own parental home. On those 
rare occasions when guests were entertained in the living room, the 
whole family found itself next day engaged in a rigidly supervised 
campaign of housecleaning and restoration which made each visit 
seem to everyone a visitation. Under these circumstances the 
patient and her husband were more and more isolated from the rest 
of their community, and their children took the earliest marital and 
business opportunities to get away from home. The patient devel- 
oped toward her former friends an attitude of proud, injured aloof- 
ness, and toward each child as he left home a feeling of resentment 
at the desertion. Her husband recognized the pathological charac- 
ter of the domestic arrangements, but as he considered the situation 
irremediable, he found it easiest to acquiesce. 

Compulsive self-restraint and coercion 
There are, of course, elements of self-discipline and the coercion 
of others in most varieties of compulsive disorder. But the lives of 
some compulsive patients seem overshadowed by an irresistible 
need to hold themselves or someone else in check. Many behave 
as if their wishes were wild horses to which they dared not give 
free rein. Some play the role of unforgiving parent in their self- 
reactions, formulating needlessly strict rules of conduct for them- 
selves and imposing harsh penalties for the least infraction, as 
though they were punishing the misdeeds of a rejected child. The 
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roles of vengeful, punitive critic and punished malefactor may be 
wholly acted out in fantasy, or, as in the following illustration, part 
of the play may be enacted on the public stage. 

A college woman of eighteen complained that during thrw 
months she had frequently felt compelled to place herself in a 
humiliating and somewhat dangerous situation. On several occa- 
sions in Ae night she had actuaUy gone outside half-clad and made 
herself lie in the snow with arms outstretched in an attitude of 
crucifixion. She would then experience a confused mingling of 
spiteful pleasure, ecstasy, martyrdom and cold misery, while the 
possibility of discovery both alarmed and fascinated her. She 
recalled without difficulty that this behavior first developed after 
she had been listening to some of the girls in her dormitory dis- 
cussing sex relations. They pictured the female as playing a sacri- 
ficial role, and this at once reminded her of stories she had heard 
of the crucifixion of women by Nero. 

The patient said at first that she used her ritual simply as self- 
punishment for sexual fantasy. However, as therapy proceeded she 
found that it represented her ambivalent attitudes toward the adult 
woman’s sex role, and that fulfillment as well as penance entered 
into the compulsion. For if she resisted going out, she became 
breathless and anxious, but after she had given in, and gone through 
with her ordeal, she always returned to her room relaxed, satisfied 
and ready for sleep. In other words, the patient acted out the role 
of punishing parent in her self-reactions to her own sexually stimu- 
lating fantasies, and she submitted to the punitive ritual in the role 
of erring child. At the same time, however, the hazardous situ- 
ation in which this self-discipline placed the patient excited her still 
furffier. After the wet cold had punished her sufficiently, and her 
excitement had died down, she could return to the comfort of her 
bed in the dual role of penitent, forgiven child and satisfied adult. 

Compulsive patients do not usually confine their disciplinary be- 
havior to themselves, and some appear to work out their personal 
problems entirely upon others. Prisons, orphan asylums, boarding 
schools and other institutions, where restraint and discipline can be 
openly practiced, inevitably attract a few individuals who derive 
needed satisfaction from these functions. The situation permits 
these persons to play the role of the strict, unforgiving parent with- 
out having to be also the apprehensive child. Denying and punish- 
ing remove their own need and divert them from their g ui l t; they 
regain peace through being strict with others. Some fanatical. 



294 COMPULSIVE DISORDERS 

ascetic reformers seem to belong on the fringe of this group. Th^ 
gain relief from their own conflicts and frustration by violence 
toward others — who are thus scapegoats for their own guilt — and 
f^ey succeed in transforming their private compulsions into a pub- 
lic career.® Similar in origin, but much less dangerous in implica- 
tion, is the compulsive restraint in the behavior of great numbers 
of rigid and demanding business men, nagging housewives, pedan- 
tic teachers, stem librarians, rigid secretaries, perfectionistic staff 
physicians, inflexible public servants and legal Pooh-Bahs, whose 
fervent devotion to routine, procedure and detail spreads resent- 
ment and despair in all directions. 

Compulsive magic 

There is no disputing the fact that normal children practice 
magic. They openly declare their faith in charms, signs and incan- 
tations, in ritualistic antics, and in the meaning of chance concom- 
itance. In their play they frequently maintain that even the most 
trivial omission, addition or other change, cancels out the efficacy 
of what they are doing. This is a step beyond the simple conser- 
vatism of childhood which we mentioned earlier. Children employ 
special phrases and gestures, whose original meaning has usually 
been lost, to validate certain procedures, to protect themselves or 
others from harm, and to reverse or nullify harmful influences that 
may be imminent. Without this mumbo-jumbo the enterprise will 
fail or do somebody damage. Even when alone, children play little 
games of magic in which they arbitrarily link good or bad luck, 
sickness or health, with some completely irrelevant concomitance! 
For example, a child walking down the street tells himself that it 
will not rain tomorrow and spoil the picnic, or that such and such a 
sick relative will not die, provided a certain automobile passes a 
certain lamp-post before the bus at the corner starts up. Another 
child may imbue the outcome of a solitary game of horseshoes or 
jacks with similar magical influences. 

The magical practices of childhood become compulsive disorders 
when non-indulgence or a break in technique brings persistent 
anxiety, interferes seriously with a child’s effectiveness or happi- 

* This has been brought out in connection with the public and private guilt 
aroused by a highly pubUcized disaster. See H. Veltfort and G Lee ‘‘The 

IMs'^ol 3^'"^ ^38^4* **^^ “ scapegoating,” Jour. Ahnorm. Soc. P^chol, 
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ness, and leads to behavior which is inappropriate or exaggerated 
in terms of the child’s peer culture. For example, a boy on his way 
to school who avoids every crack and groove in the pavement is 
usually playing a little game. Even if he says, “Step on a crack, 
break your mother’s back!” and goes through ridiculous contortions 
to keep his record perfect, he may still be playing a game and 
nothing more. 

When, however, a child finds that he cannot step on a crack or 
groove without severe anxiety which forces him to glue his eyes to 
the pavement, and drives him irresistibly back to correct even the 
possibility of a misstep, regardless of the cost — that f>hi1d is no 
longer merely playing. One such boy could not cross a crack or 
groove without stepping squarely on it. If he suspected that he 
might have missed one, or that he might have stepped on it in such 
a way that it ran under the arch of his shoe so that the shoe had 
not actually come in contact with it, he felt compelled to return 
and step on it again. Whenever his mother tried to interfere with 
his ritual, or with his backtracking, the patient showed rapidly 
mounting anxiety behavior which terminated in a violent temper 
tantrum. His sidewalk compulsion was only one of many rituals 
used by him to ward oflF dangers. 

Normal adults in our culture practice magic also, putting their 
faith like children in signs, charms, rituals, incantations, concom- 
itance and stereotyped procedure. It is important for the student 
of behavior pathology to realize that, in dealing with matters of 
deep personal concern, even the most sophisticated and socially 
mature adult makes little or no use of scientifically objective meth- 
ods. Rigorous logic is a negligible factor in one’s private fantasies 
and in the determination of one’s personal attitudes, even in the 
private fantasies and attitudes of a scientist. Therefore the adult 
compulsive who relies upon magical performance is neither get- 
ting childish nor going primitive. He is simply giving unusual 
pronunence to methods already present in our contemporary cul- 
ture, and showing anxious dependence upon them for his personal 
safety. It is this exaggerated use and this relation to extreme anxi- 
ety that distinguishes the compulsive from the normal magic. The 
following case, for example, bears an unmistakable resemblance to 
the normal play of children and adults. But its function and its 
influence upon the patient’s life were far removed from those of 
play. 
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A young unmarried woman developed an inesistible need to 
think of a <Merent person with each separate act she performed in 
a given series, tmtil she finally reached a point at which gainf ul 
employment and marriage were both out of her reach. This magical 
practice began originally as a technique of distraction from sex 
preoccupations, which had induced severe anxiety reactions in the 
patient as she walked each morning to work. She established a rule 
that each step on or off the curb at a comer must be accompanied 
by the thought of some adult she knew, the adult must be a different 
one for each step on or off the curb, and she must have one clearly 
ready in her imagining ahead of Hme. If she thought of the same 
person twice on the same street something terrible might happen. 
The provisions of her ritual made a frequent change of street con- 
venient and this obliged her to start to work earlier and to shun 
company, both because talking interfered with preparation for the 
curb crises, and because her changes of course were hard to justify 
to someone else. ^ 

Because her anxiety over possible lapses continued, the patient s 
magical practice spread to other situations. As she put on or took 
off each article of clothing she had to think of a different person, 
and the same rale eventually applied to eating, to washing and 
drying dishes, dusting and tidying the house, inserting typewriter 
paper and carbons at work, opening and sealing envelopes or filing 
letters. She had to give up her job, finally, when the ritual crept 
into her typing in spite of everything she did to prevent it. She 
could not help daydreaming as she typed, and sooner or later for- 
bidden thoughts would start up her protective device. This first 
cut her speed down and later destroyed her accuracy also. Of her 
complicated ritual, she said, “For a long time I couldn’t break it, 
and now it just seems easier to go on.” 


Anti-social compulsions 

Among the commonest of anti-social compulsions is the impulse 
to commit violence against someone. Fortunately the compulsive 
thought is rarely carried into overt action. One patient, for example, 
when halfway through her pregnancy, began imagining herself 
burning up her child after it was born. This fantasy, although it al- 
ways precipitated severe anxiety and guilt, continued to be irre- 
sistible for several years. In middle life the patient developed an 
insistent need to choke her husband in his sleep. At times the need 
seemed so imperative, and her tension grew so unbearable, that 
she would have to get up and leave the bedroom. Her husband 
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knew of this compulsive intent but refused to consider hirriself in 
danger. At last reports she still had her compulsion and he was 
still alive. 

The development of anti-social compulsions such as these can 
sometimes be traced to their source in some transitory episode of 
anger and resentment toward the person in question, or to a 
momentary thought of ridding oneself of an unwelcome responsi- 
bility that is present or in prospect. Often the compulsive reaction 
originates in relation to someone or something else, but as a conse- 
quence of repression and emotional displacement a substitution of 
another referent for the original one occurs.'* Anti-social compul- 
sions are often compared to the amoral violence e3q)ressed, and 
sometimes carried out, by young children before their socialization 
has toned down their aggressions. They are similar also to the 
amoral violence that occurs in many dream fantasies. 

In general, the more conscientious and scrupulous a person is 
the more intensely emotional will be his self-reaction to a momen- 
tary impulse or thought of anti-social violence. Inflexible over- 
scrupulous persons, who are habitually intolerant of themselves and 
addicted to solitary rumination, are less able to pass over so serious 
a contravention of their own rules of ethical conduct. They are 
startled and alarmed by what seems to them a monstrously un- 
natural wish and in keeping with their habits of ruminating they 
brood anxiously over the incident. Thus it is that the overconsci- 
entious person, who lives by rigid standards, keeps alive and builds 
upon an episode which a less scrupulous person would hardly 
notice and quickly dismiss. 

Compulsive thoughts of suicide and self-mutilation, even in the 
absence of depression, are by no means rare. A compulsive patient, 
for example, who drove a long distance for psychiatric consultation, 
reported that on the way he fought at every curve against a power- 
ful urge to drive off the road. He gripped the steering wheel so 
tensely by way of resistance that he was obliged to stop driving 
every now and then to rest his aching arms. Another patient, a 
business man in middle life, complained of an impulse to cut his 
throat when he shaved, of anxiety over resisting and of fright over 
some day giving in. Both patients were wrestling with serious per- 
sonal conflicts involving a great deal of anxiety and guilt. Their 

4 For a discussion of emotional displacement see Chapter 3, and of repres- 
sion see Chapter 6. 
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compulsive thinking bore the same kind of relationship to their 
anxiety as the phobic reactions which we discussed in Chapter 9. 

Of course compulsive thoughts of violence sometimes do go on 
into compulsive overt violence, with the same anxiety preceding 
climax and the same after-reaction of relief. An old tendency stiU 
survives among behavior pathologists to look upon persons who 
merely think compulsive violence as quite different from persons 
who both think and commit it. This separation is sometimes justi- 
fied on practical grounds, since compulsive overt violence may 
threaten the public safety whereas compulsive thoughts of violence 
usu^y remain a personal problem. However, the student of be- 
havior pathology should not allow the traditional distinction be- 
tween anti-social thinking and anti-social doing to blind him to 
^eir fundamental similarity, and thus to divert him from the 
important unsolved problem of determining what factors are re- 
sponsible for the differences in outcome. 

Among the common anti-social compulsions that appear as anti- 
social acts, none has more important implications for behavior- 
pathology than compulsive stealing. A relatively uncomplicated 
example can be found in certain forms of habitual shoplifting. 
Department store managers, magistrates and bewildered husbands 
come face to face with apparently inexplicable stealing on the part 
of women who have been carefully reared, are comfortably off and 
have no great need of what they take. When picked up by a store 
detective the culprit is typically frightened, humiliated and peiri- 
tent. She is usually as much at a loss for an explanation of her 
strange conduct as are the merchant, the magistrate and her hus- 
band. All she can say is that the temptation seemed to sweep over 
her, that she tried to resist it, but that she felt driven to do it in 
spite of herself. 

In many such cases warnings, fines, disgrace and even imprison- 
ment have at most a temporary deterrent effect; sooner or later the 
urge reappears and the stealing is resumed. Stores sometimes enter 
into a secret agreement with the husband. When the patient is 
detected in the store she is trailed and her observed thefts are 
^arged to her husbands account. For the behavior pathologist it 
is most significant that, if a compulsive shoplifter suspects collusion 
of this sort, she may at once move from the place where she can 
safely steal to one where she is once again in danger. 

It is generally agreed that in compulsive stealing the danger and 
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suspense, the furtive excitement, the wrongdoing and the decep- 
tion are the important ingredients of the act. Sometimes the char- 
arter of the object stolen is significant and sometimes not, but in 
either case merely getting an article is not enough. The thing must 
be done dangerously and by stealth, and once done it must soon be 
done again. The resemblance of compulsive stealing, as well as 
compulsive assault and arson, to sexual excitement and satisfaction 
has impressed behavior pathologists for many decades.® It is often 
reported that the irresistible urge seems to rise more or less period- 
ically, even though fairly specific objects and situations always 
arouse it. Patients sometimes report that with the anti-social act 
there may be flushing, rapid breathing and heart-beat, fine tremors 
and tinglings, and the sense of letting oneself go on, regardless of 
consequences. Some patients report orgasm at the moment of crisis, 
followed by a sudden let-down with guilt, remorse and fear of 
consequences. There is evidence of sex differences in the preva- 
lence of one or another form of anti-social compulsion, women 
being greatly in the majority when it comes to shoplifting, and men 
when it comes to arson and assault. Such variations are presumably 
related to biosocial differences in degree and kind of aggression in 
the two sexes. 

Men seem to predominate also among those who acquire and 
collect sexually stimulating objects or fetishes. Since the fetish 
is usually a part or a possession of a woman, compulsive fetishism 
frequently brings the patient into open conflict with the law. The 
choice of objects involved in fetish-stealing is as a rule more lim- 
ited than in compulsive shoplifting, and the manner of acquisition 
may be more rigidly prescribed. For example, a woman’s handker- 
chief to be valued must be taken directly from a woman’s person; 
hair must be cut from a woman’s head and without her knowledge- 
shoes must be snatched directly from a strange woman’s feet. In 
most cases of compulsive fetishism a relative, a friend, or even an 
acquiescent stranger will not do. For some patients the theft itself 
is all that seems to count; for others the theft is still cardinal, but 
the patient also hoards and counts his stolen things in secret 
Ano&er group of anti-social compulsions, in which men are again 
the c^ef but not the only offenders, is that which includes sexual 
peeping, gazing, exhibiting, eavesdropping, touching and investi- 

V Roots of Crime, Psychoanalytic Studies (New 

York: Knopf, 1935), pp. 77-123. 
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gating. These compulsive activities seem to represent fixations upon 
Ae preliminary phases of normal sex behavior which then usurp 
the place of adult sex goals, or at least attain to a position of 
equality with adult sex goals. It is generally believed that early 
mishaps, misinterpretations and compen^tions for severe repression 
in relation to childhood sex curiosity play the determining roles in 
developing such compulsions, and that they are therefore to be re- 
garded as distortions of biosocially immatmre sex behavior. In all 
forms of compulsive sex substitution, not only does the patient 
place himself and others in hazard, but he tends also to suffer a 
reduction in his range of normal sex activities and frequently dis- 
tortions in his non-sexual interests as well. 


Obsessions, ruminations and doubts in compulsive disorders 
Obsessions, ruminations and doubts, although by no means con- 
fined to compulsive disorders, are so commonly found in them that 
various other terms have been proposed from time to timft so as to 
give these symptoms greater prominence. Thus, Adolf Meyer always 
used the compound term “obsessive-ruminative-tension states” in 
place of compulsive disorders.® Henderson and Gillespie have at- 
tempted a compromise by distinguishing between “obsessive-rumi- 
native states” and “obsessive-compulsive states,” the principal clin- 
ical difference being that in the former the preoccupations are not 
followed by compulsive acts while in the latter they are.'^ The 
French at one time recognized as a sub-group those cases in which 
doubt and indecision were dominant symptoms and called them 
la folw de doute. However, as we pointed out in Chapters 3 and 
4, thinking forms a behavior continuum with saying and doing; it 
is not a separate kind of reality. Indeed, one is more apt than not 
to find compulsive thoughts, words and acts appearing together in 
a single compulsive syndrome, and to find them all involving the 
sanae land of symbolic substitution, penance and protection in the 
patient’s reactions to anxiety. 

A further source of confusion in our field is the ambiguous use 
of the term obsession —a result of that terms confused history. 
Thus, thinking, even though it be apparently unrelated to anxiety 

« A. Meyer, ‘Xeading concepts of psychobiology ( ergasiology ) and of psvchl- 
Proc. Fourth Conf. Psychiat Educ., 1938; p. 282. 

A Textbook of Psychiatry for Students and 
Practitioners, 6th edition (London: Oxford University Press, 1944), pp. 200- 
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and compulsive disorder, is commonly caUed “obsessive” when 
actuaUy it is only repetitive or stereotyped. For example, everyone 
is annoyed at some time or another by a catchy tune, a slang phrase 
or a meaningless imagining that keeps recurring even though it is 
neither entertaining nor satisfying. Most of these recurrences seem 
to have no special significance for the individual, although of course 
it is always possible to argue that if one probed deeply enough a 
special meaning would emerge. But whether or not the recurrence 
turiM out ultimately to be personally significant, we should still 
begin by designating such thinking as repetitive or stereotyped, 
and then proceed from this descriptive start to investigate it for the 
presence or absence of those behavior characteristics which make 
it compulsive. 

Similar considerations apply to rumination and insistent doubt- 
ing; they are common symptoms in compulsive disorders, but they 
are common also in other behavior disorders and in normal be- 
havior, Everyone is familiar with the fruitless ruminations so prev- 
alent in pubescence and adolescence for which there are no flng l 
answers. What is the meaning of life? Why is this thing or that the 
way it is? Where is it all leading? What am I? Questions, puzzlings 
and anxieties oyer such matters as eternity, endless space, the here- 
after, the infinitely large and infinitesimally small, seem to be a 
normal part of the often difficult transition from the life of a de- 
pendent child in a child’s world to that of an emancipated adult in 
an unfamiliar adult world. 

For most adolescents these preoccupations are gradually crowded 
out^ by more immediate practical problems, which the maturing 
individual through his growing experience and new social skills is 
able to meet with increasingly practical solutions. It is not unusual, 
however, for normal adults to revert occasionally to ruminations 
oyer unanswerable and often meaningless abstract questions in 
times of personal catastrophe and disillusiomnent. Some persons 
never succeed in giving up their adolescent ponderings but carry 
them over into their adult life, along with other indications of rela- 
tive social immaturity. Of these a few become progressively im- 
mersed and finally drowned in their fathomless cosmological 
nunination, and these we group with the socially disarticulated 
schizophrenics. 

We saw earlier in this chapter that an excessive need for cer- 
tainty as to the correctness or completeness of what one has done 
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lidps to establish and perpetuate compulsive rituals. If doubt 
ans^ the thing must be done over again or a protective formula 
of some Idnd must be invoked to guard against harm. In some 
patients insistent doubts habitually arise before every personally 
important decision can be made, and ^for the occasional patient 
almost every move raises serious doubt. When the compulsive 
person is faced with a choice to be made, he may be assailed by 
unconquerable doubt concerning the rightness, wisdom or feasi- 
bility of every possibility that presents itself. Whatever he does, he 
must know beforehand where it leads; he must always choose the 
most right, the best, the surest and the most complete alternative. 
Therefore, when the need for a final decision looms up ahead, the 
patient may have to suspend action while he mulls over every con- 
ceivable course and carries it through in fantasy to its probable out- 
come. But this procedure usually brings in unexpected subsidiary 
choice-points, and he may have to go on to explore the potentialities 
of these alternatives also. The following' incident, taken from the 
narrative of a compulsive patient, illustrates the extremes to which 
such trends often lead. • 

A young man, uncertain as to whether or not his calling up a 
well-to-do girl for a date would advance his cause with her, spent 
an anxious, miserable hour in a telephone booth, able neither to 
put the nickel in the slot and call, or to pocket it and go home. 
Each time his hand approached the coin box he developed anxiety 
lest his calling her might ruin his chances with her; each time he 
let his hand fall again he developed anxiety over the possibility of 
his throwing away a golden opportunity. He matched every good 
positive argurnent with a good negative one, going into all the 
intricate ramifications of his contradictory motives, imagining every- 
thing the girl and members of her family might think about Ids 
attentions to her and about his neglect of her. He fantasied in 
detail, as he sat there, every possible consequence of his decision, 
to ^ and to her, on and on into remote contrasted futures. This 
patient was, in fact, caught in a common compulsive dilemma. He 
needed a far greater degree of certainty than the ordinary person 
before embarking upon a given course of action. But his technique 
of yarding against every conceivable mischance, by imagining ft 
as it might occur, actually drove him farther and farther from his 
goal the longer he employed it. In the end he had to give up die 
ambivalent debate and go home, feeling exasperated, chagrined and 
worn out. He later developed the conviction that, in not making 
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the telephone call, he had missed the chance of a lifetime for gain- 
ing happiness and security. 

Compulsive disorders in organ and tissue pathology 
One of the most interesting areas of overlap between the sciences 
of neurojpathology and behavior pathology is that occupied by the 
compulsive disorders. Just as in the case of hysteria, it is often ex- 
ceedingly difficult to differentiate between syndromes originating 
in neural irritation or destruction and syndromes arising out of in- 
tolerable anxiety. Superficially they may appear identical even to 
experts in both fields, and the differentiation must then wait upon 
further investigation or the test of therapeutic response. 

Repetitive and stereotyped behavior, as we have said, does not 
constitute a compulsive disorder unless it is a reaction to periodi- 
cally mounting anxiety and brings temporary relief to die patient. 
In acute, chronic and progressive brain pathology the appearance 
of repetitive and stereotyped activity is quite common. The patient 
may show annoyance and irritability over interference with such 
activity, but it will be no greater than or different from die annoy- 
ance and irritability he shows over any other frustrating interven- 
tion. If, on the other hand, the patient because of cerebral incom- 
petence becomes easily angered or made anxious, and for the same 
reason over-reacts emotionally when he is, it may become im- 
possible as well as useless to establish a differential diagnosis.® 
Pathology in organs other than the central nervous system may give 
rise indirectly to repetitive and stereotyped behavior if it results in 
a serious disturbance of brain metabolism. As in direct brain 
pathology, such behavior may or may not have the essential char- 
acteristics of compulsive disorders. 


BIOSOCIAL BASES OF COMPULSIVE DISORDERS 

We have seen in previous chapters that the chief complaints in 
hypochondfui, fatigue syndfotnes and most anxiety disorders refer 
to the functioning of the patient as an organism, rather than as a 
biosocial person. In other words, patients with these disorders 
tend to identify the origin of their difficulties with the dysfunction 
of some organ or part, to excuse social inadequacies and non-par- 
ticipation on the grounds of poor health and fatigue, or to focus 

® For further discussion of this differentiation, see Chapter 17. 
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their self-reactions upon internal tensions and the symptoms of 
acute emotional decompensation. It is only when we come to panic 
reactions and phobias that we encounter chief complaints whose 
referent is frequently expressed by the patient in terms of his rela- 
tionship with his biosocial environment." Indeed, this is one source 
of the difficulty which classifiers have always found in deciding 
where to put the phobias, whether to group them with anxiety dis- 
orders, as we have done, to give them separate status, or to include 
them with compulsive disorders, as Janet did in his “psychasthenia.” 

The moment we turn from these to the compulsive disorders, it 
is at once apparent that the chief complaints of the patient refer 
primarily to his relationships with his biosocial environment. In 
terms of the distinction we developed in Chapter 4, the patient is 
clearly reacting to himself as a social object rather than as an organ- 
ism or physical object. For he speaks in terms of social innocence 
and guilt, of the vulnerability of himself and others to reprisal and 
punishment, of chance, luck and magic mvolving the social infiu- 
ences of persons and forces, real or imagined. Even when the com- 
pulsive person’s anxiety is focused upon questions of health and 
disease, one finds that the techniques he employs in meeting his 
anxiety are derived from the techniques of normal self-control 
which he learned as a child in connection with good and evil, or 
social right and wrong. 

Normal self-control 

For our purposes, we shall restrict the meaning of self-control to 
the regulation of an incipient or developing reaction by an organ- 
ized self-reaction, both arising in response to the same stimulating 
situation, or the self -reaction resulting from stimulation provided by 
the incipient or developing reaction itself.'^ In this sense self-control 
is obviously a form of social skill, the acquisition and operation of 
which can profitably be compared to the acquisition and operation 
of a mechanical skill. 

Simple manual precision, for example, depends upon the opera- 
tion of an exact balance between antergic muscle groups which 
work simultaneously against one another. As flexors and .adductors 
contract, extensors and abductors pull against them sufficiently to 
prevent wobbling and rebound. In eye-hand coordinations, die 

» For a discussion of the development and the characteristics of self-reactions 
see Chapter 4. ' 
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retinal stimulation and eye-musde tensions also help control the 
manual movements, while the manual tension and torsion patterns 
in turn redprocally control eye-movements. The more unified and 
smoothly integrated such balanced reaction systems become, the 
less guidance they require from one’s other behavior systems, the 
more easily Aey lead to satisfaction, and the freer they leave one 
for other activities. Thus, the skilled butcher or bicyclist can cany 
on a conversation while he works without reducing the accuracy 
of his performance. The woman who, when she was learning to 
dance, needed the contributions of her eyes and her tongue, now 
glides by with her partner, her eyes upturned and her tongue 
engaged in topics other than the timing of her steps. But let doubt, 
hesitancy or conflicting trends enter into any of this skilled behavior 
and the individual again needs every available source of control in 
his reaction systems to carry through the once self-sufficient, bal- 
anced skilled act. 

What we have been describing in the preceding paragraph is 
self-control operating at the level of manual precision and loco- 
motory coordination. It represents regulation of the action of a 
synergic muscle group by the simultaneous action of an antergic 
group, and the guidance of such a balanced, coordinated sys- 
tem by another system — here the guidance of the manual and 
locomotory activities by ocular and verbal responses. Neverthe- 
less, such self -regulated skilled behavior involves principles which 
are substantially the same as those involved in other self-control, 
both as regards its acquisition and its maturely coordinated opera- 
tion. We may illustrate various stages in the acquisition of social 
self-control, simxiltaneously present, by taking as our example the 
behavior of hungry children and adults at an old-fashioned Thanks- 
giving dinner. The objective feeding situation and the visceral re- 
sponse we may assume to be roughly equivalent for all, but the 
social behavior of the different age groups is noticeably different. 

The smallest child reaches directly for the food; only distance 
and the restraint of his high-chair prevent his eating at once. His 
reactions, even though asocial, are still unified. The older chil- 
dren’s reactions, however, are not unified but overtly ambivalent 
The dinner situation arouses incipient reaching responses, just as 
it does in the smallest child, but it also arouses antagonistic with- 
drawal responses which are still incompletely learned. These older 
children are obviously under considerable strain, for they are tense. 
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excited, noisy and easily quarrelsome. One child may make little 
darting hand movements of approach and withdrawal from timA 
to time, while another sits with his eyes fixed on the food, as 
motionless as a pointer scenting game. When the elders give the 
signal there is a dramatic release from/ the tension of these com- 
peting arObivalent reaction systems - to grab and not to grab - and 
tile children suddenly give way to what they have been resisting. 
It would be difficult to miss the similarity between this outcome 
and the dramatic release that a tense, anxious patient shows when, 
after long resistance, he finally lets go and indulges in another 
compulsive ritual. 

■^e behavior of the hungry well-trained adult at our Thanks- 
giving dinner table exemplifies the full development of mature, 
skilled self-control. His competing tensions have become knit into 
a poised readiness-to-react at the appropriate moment, liL-^ the 
balanced tensions of a good golfer preparing to tee off. When the 
moment arrives he begins eating, vigorously perhaps, but without 
the burst and rush of a suddenly released tension system. His be- 
havior has become secondarily unified through the acquisition of 
balanced self-control, the dinner situation stimulating him to be- 
have in a manner that he has learned is expected of him as a bio- 
social adult. This is self-control operating at the level of public 
good manners. 

Publicly shared behavior, we have said, stands a better chance 
of reaching social maturity than private. Hence, we should expect 
to find a relatively high incidence of immature, asocial techniques 
in self-control operating at private and socially taboo levels. It is, 
of course, by no means impossible for self-control to develop along 
adequate lines in private and taboo behavior. But this development 
requires that within the family group an effective behavioral rela- 
tionship be maintained, between a child and his elders, which 
encourages the free interchange of attitude and information, the 
sharing of perspectives, and opportunities for role-taking in mat- 
ters individual as well as social. 

Such a relationship within families is, however, comparatively 
rare. Under the usual conditions of family life, self-control in areas 
of behavior which are traditionally subject to strict taboo there- 
fore raises special difficulties, and is an important source of be- 
havior pathology in general and of compulsive disorders in par- 
ticular. As outstanding examples may be mentioned the rigid taboos 
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currently in force against overt fUial and sibling hostility, and those 
against overt interest and manipulation in relation to perineal func- 
tions which, as Freud long ago pointed out, are usually confused 
in the self-reactions of little children. In sex behavior especially, 
the almost universal lack of free interchange of attitude, informa- 
tion and perspective between children and their parents seems to 
be largely responsible for the socially immature, costly and rela- 
tively ineffectual techniques of self-control that prevail in our 
culture. Compulsive rituals, as we have already seen, represent one 
of the personally most expensive of these techniques. 

Normal self-criticism and conscience 

By self-cfiticism we mean an evaluative self -reaction to one*s 
own behavior or its product, occurring while the behavior is in 
progress or after it has been completed. Human beings are con- 
tinually reacting evaluatively to their behavior and its effects. The 
.man who, after sawing a board or turning a metal shaft, holds it 
up for inspection is practicing self-criticism. So is the girl who, 
while dancing, thinks to herself or says to her partner, “I m not 
doing this well tonight, or who hours later reacts one way or 
another to what she remembers as her performance on the dance 
floor. For while the acquisition of verbal and other symbolic re- 
action systems increases the complexity and the range of self- 
criticism enormously, self-criticism in the form of talk or thinking 
operates fundamentally in the same way that a self-evaluative 
glance does. And regardless of whether the self-criticism be in 
glance, word or thought, its influence is exerted in a manner sim- 
ilar to the interaction of other behavior systems which we discussed 
in the preceding section as forms of self-control. 

The term conscience, although loosely and often ambiguously 
employed in popular speech, seems usually to refer to what we 
would designate as an individuaVs reactions of self-control and 
self-criticism in relation to his ethical and moral conduct and to its 
effects. The implication is also commonly present that these reac- 
tions influence one s individual behavior in the direction of coin- 
ciding with the group mores. A person s conscience, in this sense, 
is rarely a completely consistent and coherent system of behavior! 
The unity which is popularly ascribed to it is as a rule only termi- 
nological unity, the arbitrary result of restricting the term to moral 
and ethical problems. The degree of coherence and consistency 
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that any person achieves in the group of self-reactions which he 
calls his conscience will depend largely upon the degree of coher- 
ence and consistency present in the behavior of bis parents the 

chief interpreters of a child’s culture - toward moral and ethical 
matters. This holds not only for parenkl reactions to a person’s 
own childhood conduct but just as much for parental self-control 
and self-criticism. 

What the public calls conscience, and we call an individual’s 
reactions of moral and ethical self-control and self-criticism, is not 
bom in us but must be individually acquired. For the human 
infant at first is neither clean, orderly, restrained nor considerate; 
he is neither good nor bad, moral nor immoral, ethical nor unethical, 
righteous nor sinful. Indeed, such characterizations of behavior 
are themselves derived from social evaluations and depend upon 
particular group mores rather than upon universal truths. We ex- 
pect nothing along these lines from the newborn baby because we 
can get nothing from him. When later on ethical and moral con- , 
duct does appear, it is the outcome of deliberate improvements 
made by the parents upon their original model. As we have indi- 
cated in Chapter 2, parents begin by imposing a predetermined 
schedule upon their infant, they prescribe limiting conditions 
within which he may operate, and they inaugurate as soon as pos- 
sible an expanding system of do’s and dont’s that carries him along 
a straighter and narrower path than he might otherwise choose to 
tread. This is, of course, control and criticism by others rather than 
self-control and self-criticism, but we have already seen in Chapter 
4 that the former are the indispensable behavioral foundations 
upon which the latter must be built. 

An intermediate phase in the development from the discipline 
and correction of others to self-control and self-criticism is obvi- 
ously related to compulsive ambivalence. We see it in the attitudes 
of hesitant, anxious expectancy that the young child shows when 
he is about to repeat an act which previously has brought him pun- 
ishment (adient-avoidant conflict). Thus, for example, the hand 
that hM been slapped hesitates on its way to a forbidden goal, and 
the child’s eyes are fixed on the punishing mother or on the door- 
way through which she usually comes. This is the normal child- 
hood prototype of the abnormal hesitancy and indecision which 
adult compulsives show at comparable adult levels of ethical con- 
flict. In both normal child and compulsive adult, the socially 
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derived self-control has not been adequately unified into an inte- 
grated act, and the individual is left to struggle between his devel- 
oping positive and negative reactions — neither dominating over 
the other, neither subordinated. 

A later developmental phase, the immature remnants of which 
can be recognized in many compulsive disorders, is a simple but 
highly significant form of role-taking that is derived directly from 
parental correction. The child, reaching toward a forbidden object 
and hesitating, instead of waiting expectantly for his mother s inter- 
vention,^^now supplies his own. He reacts to his own behavior with 
No-no! or restrains his reaching hand, and even slaps it, with his 
other hand. He is a house divided. The mouth that speaks is the 
child s mouth and the restraining hand is his also, but the words 
and the act of restraint are his mother s. His mother, in his left hand^ 
knows what her child, in his right hand, is doing. It is important 
for us to understand that the child in this way begins to take over 
the control and guidance of his own behavior in his mother’s Tiarr^p 
and through her in the name also of society. It is equally important 
for us to realize that toward these self -corrective and self-restrain- 
ing reactions the child can and does still respond with objecting 
and unwilling attitudes — which, too, are the normal prototypes of 
compulsive behavior in conflict situations. 

As the child s socially organized talking and thinking grow in 
effectiveness, they tend more and more to become the preferred 
forms of self-evaluating reactions. At the same time, of course, 
talking and thinking enter forbidden channels and become the 
stimulus for self-correction and self-criticism. The ultimate devel- 
opment in private but accessible conflict is that in which a solitary 
person gives critical, restraining, permitting or encouraging reac- 
tions in symbolic form to what he is thinking in secret. Now he is 
alone with his self-evaluative attitudes and responses, which he 
has derived from the evaluative reactions of others, or as we usually 
say. He is alone with his conscience.” 


Compulsive self-control and self-criticism 
Sometimes compulsive self-c-ontrol occurs in a form that is at 
once recognizable as a caricature of parental discipline. Thus one 
of our patients, up to the age of twelve years, used to slap her own 
wrist painfully whenever she had a temper tantrum -a simple, 
infantile mode of self-control which she had taken over early from 
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her mother’s correction of her. Another patient would tape up his 
mouth if he said or thought obscenities. A third compulsive patient 
with beginning behavior disorganization, a boy of twelve who later 
became schizophrenic, used to say, “Shut up!” to his sexual thoughts 
and to thoughts about the cosmos and /the nature of God. 

We have already discussed the less simple but more usual com- 
pulsive development of self-reactions into the dual roles of critical, 
domineering, vindictive parent and anxious, submissive, guilty 
child. In compulsive patients, these originally distinct roles give 
little evidence of having progressed toward the integrated organiza- 
tion that marks normal biosocial maturing. Instead they may re- 
main remarkably distinct, each role perhaps growing more com- 
plexly organized in its own way, but both perpetuating the waste- 
ful and inadequate fiction of a parent-child struggle. There is in- 
controvertible evidence in many such cases that the patient has 
developed his alternation of parent-child roles into an important 
need-satisfaction sequence which becomes tlierefore self-perpetu- 
ating. The need-satisfaction often goes back to childhood situ- 
ations in which the excitement of wrongdoing, the stimulation of 
restraint and punishment, and the comforting aftermath of child- 
hood repentance and parental acceptance, may all be determining 
factors. Sometimes frank erotic components are obvious in the 
clinical picture, even to the unaided patient. 

We have already pointed to the general significance of ritual in 
compulsive disorders. It should be added here that ritual is also 
used in them as a technique of self-control. Even normal men and 
women lean heavily upon rigid, socially immature ritual in moral 
and ethical matters that touch upon their personal security. Thus 
they guard themselves from the danger of witting or unwitting 
lapses by replacing the fluidity of choice with the crystallization 
of fixed habit. Compulsive ritual as self-control represents an exag- 
gerated development of these same techniques and for similar 
reasons. 

The compulsive patient is usually a person who has been allowed 
or encouraged to develop habitual attitudes of severe anxiety and 
overscrupulosity. As a result of this, his life is overshadowed by 
needs for absolute security and absolute certainty which nothing 
can ever wholly satisfy. By adopting ritualistic devices he succeeds 
at least in reducing the variety of his possible reactions, thus elim- 
inating the necessity for decisions he cannot face and reducing the 
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range of anxiety-producing stimulation to which he is free to re- 
spond,i«> The effect of compulsive ritual may thus be to simplify 
a world with wliich the patient is unable to cope in its full dan- 
gerous complexity. 

In compulsive orderliness, for example, the more invariable one’s 
pattern of living can be made the less chance there is for an irregu- 
larity to slip in unnoticed and the fewer things there are to watch. 
Ordinary preferences for straightness, symmetry and familiarity of 
design become elevated to the level of absolute necessities, often 
on the basis of semantic confusion. Thus things straight, sym- 
metrical and as they should be” are tacitly assumed to form the 
necessary background for a moral life deserving similar adjectives 
— straight, upright, well-balanced, harmonious, conventional and 
proper. Undoubtedly these verbal confusions spring in part from 
childhood experiences with the imputation of wickedness to the 
crooked, unbalanced, disorderly and unconventional. Indeed, in 
some families and in some schools, children are still punished as 
severely for having a disordered room or rumpled clothes as they 
are for cheating, stealing, lying or assault. To dress immaculately 
and with the utmost correctness of detail means, for some adults, 
to appear above reproach to the world, to be without error or 
blemish in every respect. 

In this section, and in the case material used to illustrate the 
varieties of compulsion, we have indicated some fundamental rela- 
tionships between normal behavior and compulsive disorder. It is 
evident that all of us show tendencies in our everyday childhood 
and adult life which, if exaggerated and continued under the in- 
fluence of anxiety, might make anyone compulsive. This brings us 
inevitably to the equally important question. What are the deter- 
minants of compulsive behavior? In other words, what are the con- 
ditions in childhood and adulthood that seem to be responsible for 
its development in certain individuals and not in the others? 


BIOSOCIAL DETERMINANTS OF COMPULSIVE DISORDERS 

The view was at one time prevalent that persons who developed 
compulsions did so because they belonged to a peculiar class of 

L. Woolley, “Studies in obsessive ruminative tension states. Etiology, 
dynamics and genesis of psychasthenia,” Psychiat. QxmH., 1937, vol. 11 dd 
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human beings, known as the “compulsive type,” which was distin- 
gmsh^ by starting life with an inherited “compulsive constitution.” 
Ihis hypothesis has proved scientiflcaUy sterile, being in eflEect a re- 
statement of the problem in terms of untestable assumptions, and 
has been generally superseded by the more adequate hypothesis 
that compulsions are biosociaUy determined. According to our ap- 
proach, compulsive disorders result from the selective action on 
human organisms of certain special conditions in the biosocial 
environment and in the individuals socially-modified behavior. To 
these special conditions we shall now turn. 

Adoption of the prevailing pattern 

As in other behavior disorders, the pattern of abnormal behavior 
found in compulsive children is sometimes the direct product of 
prolonged contact with a compulsive parent or other adult. The 
child takes on the prevailing techniques used by the adult with 
whom he is identified, and the attitudes which support these tech- 
niques, in die saine general way that the average child may adopt 
as his own the timidity or truculence, the particular preferences 
and prejudices of his elders. When a child adopts a parent’s anxi- 
eties, and with them also the parent’s exaggerated need for cer- 
tainty and his use of stereotyped ritual, he has become a compul- 
sive child, and unless these techniques and their supporting atti- 
tudes are radically altered, he will grow into a compulsive adult. 

For example, a certain woman had suffered behavior restriction 
and distortion through developing severe compulsive scrupulosity 
over confession around the time her puberty began. She gave the 
typical picture of dissatisfaction and mounting anxiety over possible 
omissions or inaccurate statements, and she became continually pre- 
occupied with sin and penance. Her daughter, admittedly reared 
in an atmosphere of openly expressed anxiety over guilt and expi- 
ation, developed almost identical compulsive scrupulosi^ follow- 
ing her first confession at the age of seven. It was the daughter 
who came to the clinic for treatment when she was nina , she 
showed improvement during her stay. However, when they were 
visited twelve years later in their home, mother and daughter after 
some reluctance said that they were both dominated by the same 
concern over sin and religious practice, by an almost irresistible 
need to repeat confessions and to fence their lives around so as to 
diminish the opportunities for error. They made a statement com- 
parable to the one made by our government clerk, namely, that they 
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experienced a reduction in the need for repeating confession 
this was forbidden by the parish priest. 

Childhood training In compulsive behavior 
The child of parents who are not themselves pathologically com- 
pulsive can, of course, be trained to develop compulsions just as 
under other circumstances he might have been trained to watch 
over his organs or to avoid exertion. Children of non-compulsive 
parents may become compulsive through having been reared with 
too heavy a sense of responsibility acquired too early, with too 
much emphasis upon detailed procedure and the importance of 
precise end-results, or with too much dread of sinning and fear of 
retaliation. Some children are encouraged, for example, to weigh 
every pro and con before a decision and to ruminate over possibil- 
ities, even in decisions they do not make. Spontaneity means risk 
and they are taught not to take risks. 

Training such as this denies a child the actual practice in making 
clean-cut decisions which he needs if he is to learn that one way of 
gaining maximal satisfaction out of having or doing one thing is to 
give up the alternative completely. The child is made to lay so 
much emphasis upon procedure, certainty and rigid standards that 
he develops severe anxieties in relation to choice, frustration, con- 
flict and temptation while he is still too young and inexperienced 
to have acquired adequate techniques for handling anxiety. One 
consequence of his prematurely intensified needs and anxieties is 
to drive him into compulsive ritual which, as we have seen, is a 
relatively inadequate substitute for the biosocially more mature 
adjustive techniques. If the rituals he develops succeed in allaying 
his anxieties and satisfying his needs they are likely to become 
dominant and permanent in his behavior repertory. 

Training in guilty attitudes 

The old-fashioned practice of constantly impressing upon little 
children the gravity, prevalence and terrifying fruits of worldly 
wickedness, long before they are capable of understanding adult 
problems, is still a common source of compulsive behavior. Chil- 
dren who believe that they are perpetually in danger of plunging 
into mortal sin can hardly avoid being dominated by attitudes of 
guilty anxiety. From this perspective the ice seems much too thin 
for pleasure skating; one must be constantly on the watch and take 
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every precaution to stave off personal disaster. Some children be- 
come fascinated, as well as frightened, by the process of imagim-ng 
&e possible consequences of all their actions, including even the 
mnocent and thoughtless little things they do. Xo gain control over 
things and protect themselves from the dangers of unwitting sin, 
children are likely to employ the naive techniques of compulsive 
ritual with which they have grown familiar in folklore, fairy-tale 
and play. 

Our society lays so much stress upon sex behavior in relation to 
right and wrong that guilt over sex problems inevitably takes the 
lead from pubescence on. Pubescent and prepubescent children 
usually learn far more about sex guilt than they do about sex func- 
tions and sexual self-control. They therefore develop attitudes of 
gi^ty anxiety over their sexual misunderstandings, conflicts and 
misdeeds long before they acquire mature perspectives or adequate 
self-reactions in relation to sex. If they become intolerably anxious, 
they will use whatever techniques they have available — penitential 
and prote^ve ritual, self-reproach or self-punishment — and since 
sexual attitudes are seldom genuinely shared, these may become 
the individuals fixed adjustive techniques. In late adolescence and 
early adulthood, when sexual interests are rather abruptly encour- 
aged by society to develop into mating and family formation, the 
person who has learned compulsive ways too thoroughly in child- 
hood may be unable to get rid of them and lead a complete adult 
sex life. 

Compulsions and parental criticism 

Compulsive behavior may also develop as the result of a child s 
failure to establish adequate emotional relationships with his 
parents or parent surrogates. The stern, austere and unforgiving 
parent, for example, makes it very difficult for a growing child to 
develop mature emotional attachments. What the child learns in 
later life to call love and admiration might look to an observer at 
the time like fear and awe, with relief from severe anxiety as the 
sorry substitute for a more positive satisfaction in parental approval. 
In extreme cases the child is made to follow exactly his elders^ 
dilates as the price he must pay for minimal emotional acceptance. 
His slightest deviation from the narrow path set for him is punished 
at once by a complete withholding of parental affection. Young 
children, as we pointed out in chapter two, can seldom withstand 
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tile pressure of emotional rejection. If they find themselves plunged 
into lonely isolation for trivial mischances and misdeeds— many of 
which they are too young and inexperienced to foresee and avoid 
-they soon leam to be forever on the lookout for little storm sig- 
nals of parental disapproval. 

For us the important thing about this situation is that the ftii'ld 
as he grows to adulthood tends to develop these unfortunate child- 
parent roles as his own. The chasm between him and his hyper- 
critical parent he carries over into maturity as a chasm between a 
fearful childlike role and the role of a vindictive parent. If as a 
child the compulsive patient has learned propitiatory and self- 
abasing rituals in dealing with his critics he is likely to continue 
using these immature techniques in dealing with himself as an 
adult. In the case of a young woman who practiced self-punish- 
ment and self-abasement, for example, a humiliating ritual imposed 
upon her in childhood was one of the chief determinants of her 
compulsive behavior. WheneW, as a child, she was adjudged 
naughty by her parents she was made to ask them for punishment 
and to thank them afterwards for inflicting it. In adolescence and 
young womanhood she found excitement, satisfaction and gratifica- 
tion in playing the double role of indignant parent and guilty child 
whenever she developed unusual tension, and this farce, acted out 
in her self-reactions, became her substitute for a mature hetero- 
sexual adjustment. 


Compulsive disorders as adjustive techniques 
The compulsive reaction is by definition a special adjustive tech- 
nique. It is, in other words, an indirect method of reducing the 
tensions of anxiety or need, of solving conflicts, of substituting per- 
missible satisfactions for taboo ones, of increasing reward from and 
acceptance by other persons, and of avoiding punishment and 
deprivation. Compulsive reactions fail as adjustive techniques be- 
cause the tension-reduction which they effect is transient, and 
because the compulsive pattern results in impoverishment and dis- 
tortion of the patients life. Moreover, the patient provides himself / 
with a new sequence of mounting anxiety and ritualistic relief^ 
which eventually develops its own need and satisfaction as an 
habitual reaction. We have already indicated the aggressive and 
vengeful uses of compulsive behavior, as well as the relationship of 
compulsions to attention-getting, identification, compensation, 
negativism and regression, as these were defined in Chapter 6. 
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When it comes to repression the problem is somewhat more 
coinplicated. We have already seen that the compulsive ritual 
logins usually as an attempt at preventing an anxiety-provoking 
situation from arising, or at inhibiting the development of anxiety- 
inducing behavior. The use of ritual is, of course, repressive in 
character. But the patient, by focusing u^on his ritual, succeeds 
also in repressing recall and recognition of the original anxiety 
excitants in relation to which the ritual developed. The ritual, on 
the other hand, is a consequence of incomplete repression as well 
as an inadequate repressive technique. For if repression were com- 
plete, there would not be the recurrent phases of mounting tension 
which demand repetition of the ritual for their relief. As we shall 
see, this outcome of incomplete repression, although quite different 
in pattern, has some points in common with hysterical autonomy, 
which is also a result of incomplete repression. 

COMPULSIVE DISORDERS IN REUTION TO OTHER BEHAVIOR DISORDERS 

The compulsive disorder is most closely related to anxiety dis- 
orders for which, indeed, it may be considered in some respects a 
substitute. A differentiation between the two can usually be made 
on the basis of the relative severity and importance of the compul- 
sive symptoms present. The frequent association of compulsions 
with phobias, which we prefer to regard as anxiety reactions with 
specific manifest excitants, has long been recognized as an intimate 
one. Janet, it will be recalled, placed both compulsions and phobias 
ywthin Ae framework of his “psychasthenia.” However, there is an 
interesting contrast in the uses made of repressive techniques in 
the two disorders. In compulsions the patient focuses upon a sub- 
stitute reaction, his ritual, whereas in phobias the patient fixes upon 
a substitute stimulation. A clinical distinction between the two 
s^dromes, when it is necessary to make one, rests upon the rela- 
tive importance and prominence of compulsive and phobic symp- 
toms. ' ^ 

The same distinction holds for the differential diagnosis between 
compulsive disorders, on the one hand, and hypochondriacal dis- 
orders or fatigue syndromes on die other. DifiBculties arise only 
when components of neither disorder .seem dominant, and then a 
diff erentiation is of significance only to the statistician. While com- 
pulsive symptoms may occur in any of the other behavior disorders. 
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they are most commonly encountered in schizophrenia, and in 
agitated depression. Not infrequently they precede or usher in schiz- 
ophrenic and depressive attacks. In schizophrenia the originally 
compulsive symptom may lose its significance as a defense against 
anxiety and persist simply as a stereotyped, perseverative move- 
ment or routine which has a history but no function.^! 

Compulsive disorders are distinguished from hysteria in general, 
M we define both, by the prominence of recurrent mounting anxiety 
in one and the relative lack of anxiety evident in the other. Forms 
of hysterical autonomy, such as the tics and cramps we shall take 
up in Chapter 12, are sometimes called compulsive; but they are 
more accurately designated as merely repetitive or stereotyped, 
since anxiety is minimal or absent in the patient’s report. More- 
over, these tics and cramps exhibit a semi-independent rhgraf » ter 
which is missing from con^pulsive symptoms. When we turn to 
hysterical inactivation, which is the subject of our next chapter, we 
find a reaction to anxiety that is in some ways the very antithesis 
of compulsive behavior. 

E. Stengel, “A study on some clinical aspects of the relationship between 
obsessional neurosis and psychotic reaction types,” Jour. Mental Science, 1945 
vol. 91, pp. 166-187. 
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Hysterical Disorders 



I. Inactivation 


BEFORE A CASE of hysterical disorder has been 
carefully examined, it is likely to be mistaken for the product of 
specific neurological disease, and afte* neurological disease has 
been ruled out, it is in danger of being dismissed as fraud. The 
demonstration that hysteria is neither fraud nOr a product of neuro- 
logical disease is one of the great achievements of the past three- 
quarters of a century. For in vi^orking out new interpretations of 
hysterical symptoms and in devising more adequate therapeutic 
techniques, the neurologists and psychiatrists of the recent past suc- 
ceeded not only in resuscitating active interest in other neuroses, 
but also in resurrecting the psychoses from their burial place under 
the headstones of binomial classification. The ancients, of course, 
were conversant with some of the problems of hysteria, and so 
were moderns even before the nineteenth century, as, for example, 
in the battle over witchcraft and in Mesmer’s early magnetic 
theories and practice. But it was the Paris-Nancy feud that began 
the psychiatric renaissance. 

During the latter half of the nineteenth century, a violent but 
important controversy broke out in France over the relationship 
of hypnosis to hysteria. The Parisian school, led by Charcot, main- 
tained that only persons who were potentially hysterical could be 
h^notized; the Nancy school, led by Bernheim and Li4bault, in- 
sisted that practically everybody could be. The Nancy group had 
a great advantage in having devoted itself to hypnotic therapy for 
years prior to the opening of the feud. On the other hand, Charcot, 
who according to Janet had never hypnotized anyone, was unques- 
tionably the world’s most eminent authority on hysteria. In the end, 
Nancy turned out to be right in claiming that almost anybody 
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OTuld be hypnotized, and Paris in holding that hypnosis and 
hysteria are closely related. 

By all odds the most important product of this acddemic squabble 
was that it focused the attention of the chief contestants and their 
associates upon behavior pathology, its origins, characteristics and 
treatment. Two men who came under the personal inflna nce of 
Charcot during this period became themselves internationally 
famous in the field of behavior pathology. Pierre Janet, who suc- 
ceeded Charcot as professor at the University of Paris, began a 
series of important publications with his books, L’automatisme 
psychologique (1889) and Vetat mentale des hysteriques (1893- 
94). Sigmund Freud, then a young Viennese neurologist, was so 
stimulated by his year with Charcot in 1885 that upon his return 
to Vienna he translated Charcots works into German and cham- 
pioned Charcot’s views among his medical colleagues. Freud did 
not, however, blind himself to the other side of the Paris-Nancy 
controversy. In 1889 he spent a few months with Bemheim and on 
returning home translated into German the latter’s classic on sug- 
gestive therapeutics. Freud’s first papers, published in part with 
Breuer in 1893 and republished with additional material in 1895, 
were also on the mechanisms of hysteria. They give unmistakable 
evidence of the eflFects of these professional excursions and clearly 
presage Freud’s daring originality.^ 

The term hysteria is of great antiquity. It is derived from the 
Greek word for uterus {hystera), just as is hysterectomy, the sur- 
gical teim for removal of the uterus. Judging from their writings, 
the ancients evidently recognized that sexual problems often play 
a leading part in maladaptive behavior. However, in both theory 
and practice they seem to have made the same mistake that mod- 
erns still tend to make — that of interpreting biosocially determined 
disorders as the misbehavior of a single organ and therefore treating 
only a part when the difficulty lay with the whole person. They 
said that in hysteria it was the uterus or hystera, wandering about 
the body like an animal within an animal, which produced local 
disturbances of functions wherever it went. On the basis of this 
dynamic hypothesis, a therapeutic procedure was developed which 
apparently was successful in curing patients. The ancients argued 

1 J. Breuer and S. Freud, Studien ueber Hijsterie, 1895. Translated by A 
Brill as Studies in Hysteria. New York: Nervous and Mental Disease Publish- 
iiig Company, 1936, New. Merit. Dis. Monog. No. 61. 
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tbat the wandering uterus, since it was feminine, might be repelled 
by bad odors and attracted by fragrance. Accordingly, they ordered 
fragrant oils to ’be applied to the patient’s genitals and foul-smelling 
substances placed under her nose in order to coax the uterus back 
where it belonged and end the disorder.® 

The Greeks’ hystera hypothesis is probably an important source 
of a widely accepted and at one time almost universal fallacy, 
namely, that hysteria is found only among women. Freud related 
that, when he returned from Charcot’s clinic in 1886 , his Viennese 
^lleagues refused to believe his stories of having seen male hyster- 
ical patients in Paris. Indeed, so firmly established in modern 
medicine was this ancient error that even after Freud had found 
and publicly demonstrated hysteria in a man, some of those wit- 
nessing it were reluctant to accept the testimony of their own eyes.® 
Of course there is no denying that in civilian life today, for rea- 
sons still unclear, the incidence of minor hysterical complaints is 
much higher among women than among men — according to Bill- 
mgs, five times as great.^ However, their unmistakable prominence 
in male industrial compensation cases and military disabilities has 
given hysteria a recognized place as a behavior disorder of consid- 
erable importance in both sexes. 

Hysterical disorders are characterized by the development of 
persistent inactivation, or persistent autonomy, which resembles 
superficiatty the inactivation or autonomy produced by neurological 
damage or disease, but lochs an adequate basis in organ or tissue 
pathology. For example, one finds loss of speech in patients whose 
biological machinery of speech shows no impairment, paralysis 
which contradicts anatomical and physiological fact, and skin 
anesthesia that does not correspond to the known cutaneous nerve 
distribution. There are amnesias, in the absence of head injury or 
systemic disease, which are peculiarly selective or remarkably 
complete. ^ 

Autonomous movements appear and persist in hysteria which, 
whether or not they resemble the effects of nuclear lesions, respond 

pp* 76 Notes on Psychiatry (London: Lewis, 1936), 

* history of the psychoanalytic movement,” in A. Brill (edi- 
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to diagnostic and therapeutic procediu-es in ways that the auto- 
matic movements of neurological disease do not. The activities 
which have disappeared from the hysterical patient’s repertory, or 
mve become autonomous and out of control, may reappear or lose 
their autonomy temporarily during sleep or under suggestive ther- 
apy, with or without hypnosis. Occasionally the organization of 
social skills emerging in hysterical autonomy is so large and in- 
clusive that it alternates in dominating behavior with what remains 
of the premorbid personality organization, or even replaces it. This 
IS essentially the situation in alternating and double personality 
which we shall discuss in the next chapter. 

Under ordinary conditions of civilian life, hysteria seems now- 
adays to flourish in an atmosphere of ignorance, naivete and super- 
stition. The marked reduction in the major hysterical reactions 
encountered in our clinics during the past fifty years has therefore 
usually been ascribed to such factors as progressive urbanization 
and the wide dissemination of medical information among laymen. 
Another factor of first-rate importance concerns the medical pro- 
fession. Diagnosticians have learned that the patient being ques- 
tioned and examined may unwittingly develop and retain com- 
plaints to meet an examiner’s apparent expectations. In other 
words, we_ know today that minor hysterical symptoms can be 
rounded out into major hysterical disorders by leading questions, 
unguarded comments and incautious manipulations. We have fewer 
major hysterical disorders today because physicians are wary of 
providing the obliging patient with blueprints for their develop- 
ment. 


VARIETIES OF HYSTERICAL INACTIVATION 

®y bystencal inactivation we mean a petsistent selective reaction^ 
insensitivity, which involves a loss in activity related to need or 
anxiety, hut lacks a background of organ or tissue pathology ade- 
quate to account for it. Symptoms of slight and transitory hysterical 
inactivation are of relatively frequent occurrence in general med- 
ical practice and in the general hospital or clinic. However, the 
symptoms, like those in other minor or incipient behavior disorders, 
are characteristically vague and unstable, while their variety is 
almost limitless. Therefore, in the interest of clarity and brevity, 
we shall confine our discussion to the far less common but more 
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instHK^ve major hysterical disorders. And because some of our 
most significant biosocial behavior is organizj^d around talking and 
eating, seeing and remembering, and using the arms, legs, hands 
and feet, we shall in what follows devote special attention to the 
hysterical inactivation of these important functions. 


Hysterical aphonia and mutism 

By hysterical aphonia and mutism we mean the persistent partial 
or complete loss of the ability to speak as a reaction to need or 
anxiety, in the absence of organ or tissue pathology adequate to 
account for it. Aphonia, the inability to speak aloud, and mutism, 
the inability to speak at all, are not far removed from everyday 
life. For example, the child facing an audience from a platform 
for the first time, the shy youth introduced to an attractive girl, the 
clerk in the presence of a stem executive, the private suddenly 
addressed by a reviewing general - any of these may be unable to 
speak above a mumble or even to say anything at all. Almost any- 
one can be rendered literally speechless by unexpected bad news 
and by frightening or shocking situations. But although it might be 
justifiable to call all such inactivation hysterical, we arbitrarily 
reserve that designation for aphonia and mutism which persists 
well beyond the immediate precipitating situation. 

Hysterical aphonia and mutism seem to be precipitated in the 
same general way as is momentary loss of voice; tliat is, by sur- 
prise, sudden fright, anxiety, frustration, conflict and disappoint- 
ment. A minor injury or an infection of pharynx or larynx may 
also be effective. One of our patients could not speak at all for a 
month after an uncomplicated tonsillectomy and then was sud- 
denly all right. The stress of war, both in military service and out- 
side of it, has given us innumerable examples,® but civilian life in 
peacetime also bears a sizable crop. In the following case bitter 
disappointment, frustration and humiliation all played a part. 

A somewhat histrionically inclined girl of fifteen was competently 
adjudged to have “a very promising voice,” but she was denied 
vocal training, on which she had set her heart, by an unsympathetic 
family. Her father said jeeringly at the dinner table, “ ‘Promising ’ 
yes! But promising what?” - a stab which her younger sibling was 


IP- Braceland, Tunctional aphonia,” Ann. Otol. Rhin. Lai 
1942, voL 51, pp. 905-915; J. Greene, “Functional speech and voice dison 
Jour, Nerv. Ment. Dis., 1942, vol. 95, pp. 299-309. 
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aUowed to repeat to everyone. After a few days of mourning over 
her dead hopes, the girl finally gave up not only her career but Iwr 
phonation also; she could not speak above a whisper. The father 
was sufiBciendy alarmed to agree to a vacation for the girl away 
from the hos^e family environment, during which the disorder 
disappeared without direct therapy. 

• ®™ther case, the part played by anxiety, conflict and sudden 
fright in preparing the ground for and precipitating hysterical 
inactivation is clearly illustrated. 

The patient, himself scrupulously honest, suddenly found himself 
innocently involved in an imethical business venture which had 
brought luin to members of his community. The prosecution per- 
suaded him, in the interest of justice as well as in self-interest, to 
testify against his one-time associates. The patient knew that his 
own good standing had been fraudulently employed bv the accused 
as a screen for their manipulations. Nevertheless, he could not es- 
cape a sense of deep guilt, since it was almost certain that his 
testimony would lead to a conviction. On the other hand, his 
^ alternative was to accept undeserved disgrace for himself and his 
family, to be pilloried before his friends as a thief, and to run a 
good chance of winding up in the penitentiary. 

While in the midst of this conflict, and after it had been reported 
that he was turning state’s evidence, the patient was one day ac- 
costed in the street by two fellow-members of the indicted board of 
directors. He was loudly accused by them of deliberately throwing 
them to the wolves to save his own skin, and then an attempt was 
made to give him a public beating. After bystanders had intervened, 
the patient discovered that he could not utter a sound, and wheii 
examinations had demonstrated normal neurophysiological function, 
he entered a psychiatric clinic. Here he remained mute and unre- 
sponsive to therapy, but apparently in good spirits, until some time 
after the date set for the trial, when he suddenly recovered. 

Hysterical inactivation represents the selective loss of a function 
or activity which is biosocially determined. In hysterical aphonia 
and mutism this means that verbal communication has been par- 
tially or completely lost. The organs of speech in other activities, 
as, for example, during the clinical examination, will therefore 
usually not be immobilized as they might be in neurological disease 
or damage. Thus, one ordinarily finds the lips, tongue, uvula, epi- 
glottis or vocal cords performing normally in some other relation- 
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for example, during inspiration and expiration, or during 
eating and swallowing. The onset is usually sudden, and all sounds 
may be equally or completely lost. On the other hand, the impairment 
of complex behavior, which would almost certainly appear if such 
losses were the product of cerebral damage, is conspicuously want- 
ing. The patient frequently communicates well by gesture or 
^ting, and shows none of the disorders commonly accompany, 
ing aphasias of central origin. Finally, the inactivation usually 
clears up abruptly and completely. 

Hysterical anorexia 

A few decades ago it was not rare for young women who had 
gone on a restricted diet, ostensibly for reasons of health and 
beauty, to succeed in starving themselves to a point where some 
intercurrent disease brought a fatal termination. Long after they 
had reached their apparent weight-reducing objective, and even 
after progressive emaciation had made a low food intake extremely 
hazardous, certain patients proved incapable of overcoming their 
acquired inappetence. Some of these found that they could scarcely 
swallow, and when they did swallow, reflex vomiting promptly 
nullifled their efforts. It is, of course, always difficult to evaluate 
the medical records of past eras, particularly in the field of be- 
havior disorders where basic attitudes and techniques have under- 
gone radical changes. Nevertheless, we can be sure that many such 
cases would today have been regarded as hysterical. Modern 
diagnosis, the great strides forward in the science of nutrition, and 
our more adequate methods of artificial feeding make a fatal out- 
come from self-starvation nowadays unlikely, but the problem of 
hysterical anorexia as behavior pathology is still a matter for grave 
clinical concern. 

By hysterical anorexia we mean a persistent partial or complete 
inappetence as a reaction to need or anxiety, in the absence of 
organ or tissue pathology adequate to account for it.^ Inappetence, 
under conditions that ordinarily stimulate one to eat, is one of the 
commonest of normal reactions in persons who are excited, anxious, 
disappointed, sad, confused or in conflict. We have already indi- 

« Thus defined, hysterical anorexia is a less inclusive term tlian anorexia 
t^osa. See the discussion of tlie latter in J. Masserman, “Psychodynamisms 
m anorexia nervosa and nervous vomiting,” Psychiat. Quart., 1941 vol 10 
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cated, in Chapters 2 and 5, the many social implications that hun- 
^r, eating and the after-reactions of gratification normally acquire, 
through the concomitance of interpersonal reactions during feeding. 
Indeed, if eating had no meaning for human beings other than diat 
of satisfying hunger, hysterical anorexia would never develop. But 
eating together means sharing, and sharing means a degree of 
acceptance which may vary from toleration to profound emotional 
approval and identification. Hence, to be banished from the table 
or excluded from a dinner celebration means social rejection, and 
implies social unworthiness or unimportance that no amount of 
eating alone can eradicate. 

We have also pointed out that, in religious ceremonies, spiritual 
acceptance into the community of believers — and in some societies 
this means virtually the whole community — is marked by the 
periodic communal eating of a consecrated animal, a man, or the 
symbol of some deity whose characteristics one worships. Thus, the 
Hawaiians reported that among the chieftains who ate the flesh of 
Captain Cook were those who held him in the highest esteem and 
wished in this way to partake of his inherent virtues. In our own 
society, besides similar more devious cultural attitudes, we must 
never forget the backlog of frankly cannibalistic tales on which we 
have all been reared (e.g.. Jack and the Beanstalk, Hansel and 
Gretel, and watered down versions of Sinbad the Sailor and the 
Odyssey), or the stories we have been told about love potions, 
poisonings and magical body changes resulting from food or drink 
(e.g., Alice in Wonderland, Cinderella, Snow White and some of 
the Shakespearean themes). 

This is the biosocial background from which persistent inap- 
petence may emerge and the basis for much of its intricate and 
often confused symbolization. At the same time anorexia, like 
other hysterical inactivation, is an adjustive technique, a maladap- 
tive reaction to need or anxiety. The ground is sometimes unwit- 
tingly prepared for its later development when a child is allowed 
to use food refusal as a technique of expressing displeasure and 
rejection in general, and as a means of controlling others through 
arousing their anxiety. This broad use of a specific inactivation 
raises the possibility that, as in the following case, the child grow- 
ing into adulthood may reject this development symbolically in 
his well-practiced way -by refusing and indeed becoming unable 
to eat 
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A socially immature adolescent schoolgirl had learned as a child 
to alarm and control her parents by/rejecting food whenever she 
was crossed. The parents were mystified by her apparently occult 
ability to lose weight rapidly when punished, even though they 
forced her to remain facing her meal until she had eaten it. What 
they did not discover was that throughout her childhood the patient 
had practiced the common deception of concealing her food at the 
table and later flushing it down the toilet. Like many children of 
overprotective, domineering parents this girl did not welcome the 
approach of biosocial maturity with its anatomical and physiological 
changes, its new social responsibilities and particularly the prospect 
of playing an adult sexual role. 

She began her rebellion by attempting to delay her growth by 
drastically curtailing her food intake. This brought her immediately 
into sharp conflict with her oversolicitous parents who made the 
mistake of using coercion, and were rewarded by the paradox of 
increased eating with decreasing weight. Just as the eating had 
come to s^bolize her growth into adulthood, so now the patient’s 
contest with her parents represented for her the struggle, not only 
against her own approaching biosocial maturity, but against their 
whole domination of her. In public she appeared to accede to their 
demands that she build herself up, and then in private, like Penel- 
ope, she proceeded to undo her work. She went further than she 
had in childhood and not only concealed food to throw away but 
regurgitated much that she had swallowed. EventuaUy she reached 
a point where she could ingest only small amounts of food, with 
considerable coaxing, and even these she could seldom retain. She 
complained of inappetence and disgust with food, but not of hunger. 

She was finally admitted in an emaciated condition to a general 
hospital and treated for the vomiting and malnutrition. It soon be- 
came obvious to the staff physicians, however, that she and her 
parents were primarily in need of psychiatric attention. Through the 
coordinated efforts of internist and psychiatrist the vomiting was 
brought under control and normal feeding was re-established. When 
the patient was given bathroom privileges she began again to con- 
ceal md dispose of food according to the old pattern, and expert 
psychiatric nursing had to be introduced to prevent her thus evad- 
ing the fundamental issues which feeding symbolized for her. After 
three months she was discharged in good general health and without 
the symptoms for which her admission had been sought, but also 
without full acceptance of the role of an emancipated, biosocially 
matme adult. ^ 

Hysterical anorexia, like hysterical aphonia and mutism, repre- 
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sents the loss of an activity having far-reaching social impliVatinn Si 
The inappetence develops initially because anxieties, or needs "other 
than hunger, are more imperious or more important to the indi- 
vidual than the need for food. Unlike the self-dieting hypochon- 
driac,. who restricts his intake because he believes that he is sufiEer- 
ing from a digestive disturbance and worries over it, the patient 
with hysterical anorexia is usually the least worried person in the 
situation. The digestive system, unlike that in gastrointestinal 
organ or tissue pathology, reacts well to food when it is introduced, 
provided that reflex vomiting has not become secondarily estab- 
lished as an habitual technique of rejection. Recovery from hyster- 
ical anorexia does not, of course, occur with the dramatic sudden- 
ness of recovery from aphonia or mutism, since starvation leads to 
the breaking-down of tissue whose rebuilding takes time. 

Paralysis and anesthesia 

Hysterical paralyses and the hysterical loss of cutaneous and 
mucous membrane sensitivity are found nowadays most often 
among persons of meager education and limited background. Lay- 
men, we said, have themselves grown more sophisticated and 
skeptical toward what they consider “imaginary ailments,” and 
physicians are more adroit in avoiding the suggestion of symptoms 
to impressionable patients. Nevertheless, one still runs across 
classically complete paralyses and anesthesias in civilian and mili- 
tary practice. 

By hysterical paralysis we mean the persistent partial or complete 
loss of specific motor activity as a reaction to need or anxiety, in 
the absence of organ or tissue pathology adequate to account /or it. 
By hysterical anesthesia we mean the persistent partial or complete 
loss of response to stimulation of a surface area as a reaction to 
need or anxiety, in the absence of organ or tissue pathology ade- 
quate to account for it. Hysterical paralysis and anesthesia, what- 
ever the reason, seem more mysterious and unnatural to the aver- 
age layman than do aphonia and anorexia. Actually there is nothing 
commoner in everyday life than transient disturbances in motility, 
in posture and in the ability to respond to cutaneous stimulation. 

People, for example, get so frightened that they not only say they 
cannot move, they show it; they are “scared stiff” or “paralyzed” by 
impending danger that calls for action. During sudden anxiety, 
severe conflict or in fascination a person may remain “rooted to the 
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spot ” and after the crisis crumple up though he had been 
struck on the head, but without losing his ability to speak. In 
happy as well as unhappy excitement people momentarily do not 
respond to ordinarily painful stimulation; when startled or pro- 
foundly disappointed, they speak of “feeling numb all over” and 
give evidence in overt behavior that some inactivation of then- 
usual responses to cutaneous stimulation is present. It should be 
said that verbal behavior and thinking are no less capable of pro- 
ducing transient normal inactivation than the non-symbolic reac- 
tions which they supplement, or for which they substitute. 

Hysterical paralyses and anesthesias are precipitated in ways 
that appear to be identical with those involved in corresponding 
normal inactivation. The statement is generally made that hyster- 
ical anesthesia and paralysis always develop on the basis of a pre- 
existing conflict. This assertion would be exceedingly difficult to 
disprove, for no one is entirely without conflict. Certainly the pres- 
eiice of chronic anxiety or intense unsatisfied need at the time of 
fright, excitement or a mishap should make the development of 
some hysterical disorder more likely, since hysteria is a technique 
which disposes of the tensions of need and anxiety. But neither 
the precise character of the hysterical reaction, nor its timing, can 
be completely understood without including the influence of the 
precipitating situation, as the following case shows. 


The patient, daughter of a ranchman whose means and educa- 
tion were both very limited, was in early adolescence when her 
hysterical disorder had its onset. While she was alone in the ranch 
house one afternoon, according to her story, a relative entered and 
threatened her with rape. She screamed for help, her legs gave way 
and she slipped to the floor, where she was found unharmed a few 
moments later by her mother. She was carried to her bed and 
waited upon there vidth unaccustomed devotion for several days. 
When, however, attempts were made to get her up, it was discov- 
ered that her legs buckled under her and she could not stand. The 
family physician attributed this reaction to fright, in which he was 
probably right, and advised keeping her in bed until her legs grew 
strong again, in which he was unquestionably wrong. The family 
added confusion to the situation by relating her ilhiess to an epi- 


T J. Sutherland, "A survey of one hundred cases of war neuroses,” Brit. Med. 
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demic of paralysis among ranch animals which had appeared in the 
neighborhood. 

As it became evident that the girl was not recovering, she was 
allowed to displace her father in the parental bedroom, which 
opened into the living room. .Her mother slept with her at night. 
Neighbors paid frequent visits, brought her homemade things to 
eat and to wear, and discussed her disability over and over. As 
an invalid and a victim she received the best of food and attention. 
Her mother massaged the paralyzed legs morning and evening. The 
patient spent her time in sewing, conversation and reading. At- 
tempts to get her to stand and walk were finally abandoned, as she 
showed no improvement and the effort required to encourage and 
support her was too much for the hard-worked family. She did not 
lose the ability to move her legs around in bed, and she could reach 
for things with her toes and pull them toward her.® 

The patient would probably never have come to the attention of 
neurologists and psychiatrists but for the intervention of a new- 
comer in the neighborhood ten years later. The newcomer recog- 
nized the possibility that the paralysis might be hysterical in char- 
acter, but made the mistake of arousing hopes of a medical miracle 
among relatives and friends of the patient. Upon the patient’s ad- 
mission to the hospital, it was obvious that her relatives expected 
something to be done immediately which would make her well. It 
was equally obvious that the patient herself resented the whole 
move and regarded the physician s questions and examinations as 
covert accusations against her honesty. She, her family and the 
neighbors^ appeared to believe completely in her illness as "a 
paralysis,” which to them was in the same class as “infantile 
paralysis,” the paralysis of a “stroke” and the epidemic paralyses 
occurring in ranch animals. 

On clinical examination the neuromuscular reactions appeared 
normal. The patient s legs and thighs showed less atrophy than one 
finds in the average bedridden person with normal legs. The ab- 
sence of secondary contractures and vasomotor disturbances could 
be attributed to unusually devoted nursing on the mother’s part or 
to movement of the legs by the patient in bed. Whenever she was 
supported in a standing position, her legs became limp, whereas 
when she lay in bed they were not. She leaned with her entire 
weight upon the nurses supporting her and let her feet drag when 
the nurses tried to help her to walk. Both she and her relatives 
expressed frank disbelief when it was suggested to them that their 
interpretation of die disorder might be mistaken. The mother said, 

® This is similar to the classical astasia-abasta syndrome of Blocq. 
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“It’s you and not her that’s supposed to ^ the curing.” At the end 
of a month the patient was removed against advice, even though 
her stay cost the family nothing, and returned to her home to resume 
her life>role as the community’s invalid girl. 

This case illustrates some of the complexities of motivation in 
hysterical inactivation that help to account for the exaggerated 
development of what in Chapter 3 we called ooerexclusion. There 
is no disputing the efiFect of the threatened assault in precipitating 
the disorder and in determining its location and general pattern. 
Because of the patient’s uncompromising hostility toward her 
would-be therapists, we know nothing about her premorbid con- 
flicts. We do know that after the onset of her disability she ex- 
pressed deflnitely ambivalent attitudes toward the aggressor which 
may very well have been present before it. 'The coincident animal 
epidemic undoubtedly helped to fix the disorder, since it provided, 
not only a reasonable and honorific origin for the girl’s illness, but 
also the topic of endless conversations in which the two were 
linked together. 'The patient, when finally studied, gave every 
sign of preferring her status as a chronic invalid to the alternatives 
otherwise open to her, any of which would certainly have left her a 
less privileged and less important person. She had developed new 
needs and new satisfactions which in a normal woman’s way of life 
would find no place. By the time she reached the hospital, she 
had behind her a decade of idleness and dependence to justify — to 
herself as well as to the community. 

It was plain that there were secondary gains for the patient’s 
family also in this situation. They occupied a position of consid- 
erable prestige in the community because of their daughter’s 
strange afiliction. Because of it they also received many more and 
much longer visits than would otherwise have been the case, and 
visits are prized on isolated ranches. From other sources it was 
learned that within the family circle there had been a great storm 
over the original incident, and that a concerted effort had been 
made in the early days to divert the attention of relatives and 
others from it by emphasizing the epidemic. All of these factors 
entered into the attitudes of patient and family toward the inacti- 
vation and toward those who threatened to interpret it differently. 
In hysterical inactivation an arm or a leg may be even more com- 
pletely excluded from participation in the patient’s life than in the 
case of our ranch girl who, after all, could move her legs in bed 
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and readi with them. Indeed, as we shall see later in the chapter, 
patients with hysterical paralysis become actually incapable of 
taldng the anticipant attitudes upon which the responses of an 
affected part depend. These individuals, without successful thera- 
peutic intervention, may be just as incapable of performing inacti- 
vated functions as is the victim of poliomyelitis or cerebral acci- 
dent, sometimes developing secondarily contractures and atrophies 
of disuse which are indistinguishable from those of uncorrected 
neurological disease. 

Hysterical anesthesia, which may develop alone or with paralysis, 
is ^ sometimes equally impressive. One applies ordinarily painful 
stimulation to a cutaneous or mucous membrane surface that is 
hysterically anesthetic and there is no visible result other tlmn per- 
haps pupillary constriction. When, for example, a needle is stuck 
into the affected area, the patient neither winces nor withdraws; he 
reports that he feels nothing, and his other behavior seems to cor- 
roborate his report. Notwithstanding these facts, there are incon- 
sistencies and contradictions in the details of hysterical anesthesia 
and paralysis which rule out the possibility that they can be ac- 
counted for in terms of the straightforward logic of neuroanatomy 
and neuropathology. 

If, for example, a hand loses skin sensitivity on an hysterical 
basis, the whole hand up to the wrist may be involved and all the 
cutaneous sensitivities equally excluded as instigators of response 
{glove anesthesia). The adjacent skin of the forearm, which un- 
known to the patient has some of the same nerve supply, will nev- 
ertheless lead to normal responses when stimulated. Moreover, the 
boundary line between normal and anesthetic areas in hysteria is 
typically sharp, whereas in neural damage or disease the bound- 
aries are indistinct because of partial overlapping in the cutaneous 
nerve supply. The same holds true for the leg, whose area of 
hysterical inactivation may end sharply just above the knee (stock- 
ing anesthesia), even though this contradicts the neurological facts. 
Likewise in hysterical hemianesthesia, the area of inactivation stops 
at the midline of the body which is not the case in disease of the 
nervous system. In short, we are dealing here with anesthesia of 
the laymans hand, leg or body-half, and not with that of the 
anatomist. 

It is much the same with hysterical paralysis. A leg, as we have 
seen, may be useless for standing or walking and yet some of its 
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otherwise hiactivated muscles participate normally in odier func- 
tions. Shoulder muscles that are limp ^nd functionless as part of 
an hysterically paralyzed arm may behave quite normally in move- 
ments of the head, neck and thorax, or in general postural adjust- 
ments of Ae trunk. In neurological disease and in myopathies it is 
^ muscle Aat becomes disabled, whereas in hysterical paralysis it 
is a specific activity or group of related activities. 

Hardly less noteworthy than Aese diaracteristics of hysterical 
symptoms is Ae patient’s attitude of relative unconcern toward 
Aem (Janets Ic belle indifference). This attitude contrasts strange- 
ly wiA Ae attitude of an average person who, through accident or 
disease, has sufFered sweeping losses in sldn sensitivity or become 
pualyzed. Often Ae hysterical patient seems quite satisfied wiA 
his preAcament even Aough it seriously restricts his freedom, 
bars him from gamful employment, and puts most forms of recre- 
ation out of his readi. The hysterically paralyzed individual, in- 
stead of compensating for his disability by using auxiliary muscle 
groups and postural changes as other paralytics do, apparently 
makes no special efFort to overcome his handicap. On the contrary, 
he may display and exaggerate the defect. If he complains, he 
seems to be complaining defensively, and only wiA his mouth. 
The patient’s attitudes and Ae peculiar character of his symptoms, 
as we sh^ see later, give important clues for our understanding 
of Ae origin and Ae persistence of hysterical inactivations. 

Hysterical amblyopia and amaurosis. 

Hysterical amblyopia or amaurosis is the partial or complete loss 
of response to visual stimulation as a reaction to need or anxiety, 
in the absence of organ and tissue pathology adequate to account 
for it. Disturbances of vision which may form a basis for hysterical 
(borders are exceedingly common in everyday life. The eye is con- 
tinuafiy exposed to minor direct and indirect injuries because of its 
position and strucAre, to comeal and conjunctival irritation, and in 
our society to overstimulation and overuse both at work and during 
recreation. Moreover, Ae changes which normally occur in iris, 
ciliary body and extraocular muscles as part of emotional reactions! 
induding anxiety, make everybody familiar with blurring, loss of 
accomodation and double vision in Ae absence of ocular injury 
or disease. But Ae normal antecedents of hysterical amblyopia 
and amaurosis most often overlooked are the inactivation of periph- 
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eral vision that develops when one looks intently at a specific 
object, and the complete exclusion of response to stimulation of the 
unused eye which anyone may quickly learn in shooting, or in 
working with an ordinary monocular microscope. 

The precipitating factors in hysterical amblyopia (reduction in 
vision) and amaurosis (loss of vision) are no different from those 
already discussed in other hysterical disorders. The tensions of 
aiwiety and unsatisfied need may prepare the ground, while a 
trivial injury or irritation, an acute emotional episode or the prod- 
ucts of eye-strain and sleeplessness provide the incident.* Bilateral 
hysterical amaurosis is rare. When it does occur, the pupillary 
reflexes and extraocular movements are unaffected and the patient 
usually avoids obstacles placed in his path, just as a sleepwalker 
does, indicating that retinal function is still present. 

In monocular hysterical amaurosis the pupillary reflexes and 
extraocular movements are also unaffected. Nothing more clearly 
indicates that hysterical inactivation is an extravagant form of over- 
exclusion, a selective reaction-insensitivity, than the test perform- 
ance of hysterical monocular amaurotics. If the normal eye is cov- 
ered by a magnifying lens and large letters are exposed at a dis- 
tance, the unsuspecting patient may read them off, even though 
they are actually blurred beyond recognition for the normal eye by 
the convex lens used. If each eye is covered by a different colored 
lens the patient may read off words printed in a color that cannot 
be seen by the normal eye. In the pseudoscope test, the image 
opposite one eye is deflected by hidden prisms to fall only on the 
other eye. The patient is likely to report that he sees only the 
image opposite his normal eye and not the other, whereas actually 
he is responding to light falling on the hysterically amamotic eye 
and excluding responses to stimulation of the normal eye. 

The hysterical patient falls down on these tests because his 
blindness depends upon his inhibiting all responses to the stimula- 
tion of one eye and thus excluding its visual activities as factors in 
his behavior. This he continues doing, as well as he knows how, in 
the test situation. The patient’s test failure is not a sign of his in- 
sincerity, as it is often taken to be, but rather the consequence of 

» R. Ironside and I. Batchelor, “The ocular manifestations of hysteria in rela- 
bon to flying," BHt. Jour. Ophthal., 1945, vol. 29, pp. 88-98; V. Mahoney and 
W. l^mhart. Amblyopia in hysteria: report of thirteen cases," War Med., 1943 
vol. 3, pp. 503-507. ’ 
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a deliberate fraud perpetrated upon hinf by the examiner. Clearly 
to inactivation is not just a matter of retina or visual cortex, but 
involves also the patient’s biosocial reactions to what seems to him 
the stimulation of a blind eye. 

A common form of hysterical amblyopia is contraction of 
the visual field for one or both eyes. The patient may respond 
normally to stimulation directly in his line of regard but show 
reduction or loss of reactivity to more peripheral stimulation. Hys- 
terical contraction of the visual field may superficially resemble 
that found in retinal and central nervous system damage or disease, 
but closer and longer observation will reveal inconsistencies. Thus, 
the contrartion in one eye may be quite different from that in the 
other. Variation from one perimetric examination to the next often 
exceeds the usual margin of error, or there is a large increase dur- 
ing a single examination if the examiner seems to expect it and 
repeats the process. In hysterical tubular or tunnel vision the area 
of an object seen does not usually show a proportionate increase 
as the object recedes, yet the patient may read or drive through 
city traffic without difficulty.^® Hysterical amblyopia or amaurosis, 
like the inactivation of other hysterical disorders, represents a dis- 
turbance in the biosocially determined response to stimulation and 
not damage or destruction of receptor or nervous system. 

Hysterical amnesia 

Hysterical amnesia is the persistent partial or complete loss of 
response to stimulation normally leading to recall or recognition, 
as a reaction to need or anxiety and in the absence of organ or 
tissue pathology adequate to account for it. We have already indi- 
cated some of the factors responsible for normal amnesia or forget- 
ting in our discussion of accessible and inaccessible conflicts in 
Chapter 5 and of rationalization, projection and repression in Chap- 
ter 6. We shall have occasion to go into them further in the present 
chapter and the next one. As a matter of fact, the inability to re- 
spond with recall or recognition in the presence of usually effective 
stimulation appears to some degree in most hysterical syndromes. 
Janet used to call all hysteria the great forgetfulness. Sometimes, 
however, hysterical forgetting is the outstanding symptom while 
the other symptoms are secondary. The amnesia may vary in 
degree, from the selective forgetting of a few fragmentary inci- 

10 R. Hammill, “Tubular vision,” Arch. Ophthal, 1934, vol. 12, pp. 345-351. 
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dents, to the disappearance from one’s repertory of whole episodes 
which superficially resemble the efFects of brain concussion. The 
following case illustrates the dramatic suddenness of both onset 
and recovery so characteristic of hysterical attacks. 

A man, dressed in working clothes and apparently in his early 
thirties, appeared one Saturday morning at the main entrance of a 
general hospital with the complaint that he had lost his memory and 
did not know who he was. There was nothing on his person by 
wluch he could be identified. On admission, physical examination 
disclosed no signs of injury, toxic process or systemic disease. The 
patient’s neurological status was essentially normal and clinical - 
laboratory studies were negative. His formal behavior, including his 
speech, was also normal exoep^for the fact that he appeared dazed 
and could recall nothing abouf'himself — his name, age, occupa- 
tion, home, relatives or friends. He could not remember where he ^ 
had been that day, what he had been doing or how he had come 
to the hospital. His manner wa%,not evasive, and he asked repeat- 
edly to be helped. However, he proved unexpectedly resistant to 
hypnosis, and sedation yielded nothing but profound sleep. He spent 
Saturday and Sunday on- the psychiatric service as John Doe, go- 
ing through the usual routines of an ambulatory ward, widiout 
observable change in the clinical picture. 

On Monday morning, when the patient awoke, he was greatly 
disturbed at finding himself in a hospital, told the nurse at once 
who he was and where he had come from, and said that he must 
leave to attend a coroner’s inquest. To the psychiatrist he gave the 
following story. He was a vegetable farmer hving in a neighboring 
to^. Early Saturday morning he had been driving a truck loaded 
with his produce to market. While entering the outskirts of the 
city, at that period of dawn when the light is still poor and head- 
lights help vision very little, he had run down and killed an elderly 
man who had stepped out suddenly from between two parked 
cars on a hill. The police assured the patient that he would be 
exculpated, but ordered him to send in a report of the accident and 
hold himself ready to appear at the inquest. 

Very much shaken, he left the scene and went to tiie home of 
friends in the city, where he filled out the legal form for reporting 
accidents to the state commissioner which the police had given 
him. His friends’ excited comments, warnings and coaching inten- 
sified his anxiety and frightened him particularly concerning his 
own responsibility and his ultimate fate in court. The last the 
patient could recall was going out alone and putting the report in 
the mail box. It turned out later that he had been brought almost 
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to the door of the hospital by a stranger who had probably noticed 

his dasEed appearance. 

Certain aspects of this case deserve further comment in relation 
both to amnesia and to hysterical inactivation in general. The sud- 
den onset followed a period of intense anxiety which had been 
aggravated by the conduct of the patient’s friends, and it was im- 
mediately preceded by an irrevocable act of self-accusation - drop- 
ping into the letter box a formal report which designated the patient 
M a killer. His reaction to this irrevocable act was an exaggerated 
form of instdation in which he made himself as a social person, 
not only inaccessible to the behavior of others, but inaccessible also 
to his self-attitudes and self-responses. In ridding himself of the 
now intolerable anxiety, he excluded, not only every possibility of 
recalling the fatal accident and his predicament, but everything 
else that would identify him, to himself or to others, as the man 
who had just killed someone. A person with different habits might 
have achieved the same oblivion and loss of personality by going 
to a tavern and getting dead drunk. 

Normal self-identification depends upon a person’s ability to take 
certain organized self-attitudes and to give the responses appropri- 
ate to these attitudes when the situation calls for them. This man’s 
technicjue of ovBfsxclusion barred the recall of an otherwise unfor- 
gettable tragedy, and of himself as a participant in it, through inac- 
tivating also his whole system of self-attitudes which enabled him 
to react to himself as a social object in relation to his community. 
We could not identify him because we could get no useful answers 
to our {questions; he could not identify himself because he 
could no longer give answers in his self-reactions to his own ques- 
tions. As a biological organism he seemed to be all there, but his 
social reactions to his own past behavior and status, which made 
him a certain social person, were virtually absent from his reper- 
tory. We shall have occasion to refer again to the behavioral 
analysis of this case when we take up the problems of fugue and 
multiple personality in the next chapter. 

Hysterical amnesia is rarely as complete as this. It is not unusual 
for patients to lose recall and recognition for whole episodes with- , 
out losing their reactions of self-identification.^^ The commonest 

11 See the report on Dunldik evacuees by W. Sargent and E. Skter, “Am- 
nesic syndromes in war," Proc. Rot/. Soc. Med., 1941, vol. 34, pp. 757-764. 
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form of hysterical amnesia by far is diat in which personally 
significant fragments of an otherwise remembered episode remain 
ina^ssible. The gaps in recall may simply be treated by the 
patient as unimportant forgotten details, or they may be fiHH in 
by manufactured incidents which in effect disregard or directly 
contradict what has actuaUy happened. Such techniques are, of 
course, not far removed from those used daily by Ae normal per- 
son - parti<^arly when to recall means to be anxious, guilty, humU- 
iated or disillusioned. In the modem history of behavior pa^ology, 
it has been the challenge of hysterical amnesia which, more than 
any oAer single phenomenon, has stimulated the development of 
investigation, theory and therapy in the neuroses. 

Hysterical inactivation and organ or tissue pathology 
In our historical introduction to this chapter and in connection 
\yith each major hysterical disorder, we have made certain distinc- 
tions between the symptoms of hysterical inactivation and those of 
neurological disease and myopathy which need not be repeated 
here. In actual practice, the task of differentiating one group from 
the other is sometimes one that demands the utmost in skill, in- 
genuity and patience. It is trae that hysterical symptoms as a rule 
are relatively inconsistent and often unstable, while their patterns 
usually do not correspond exactly in character or design with the 
symptoms to be expected in neurological disease. But even in the 
clear-cut cases of major hysterical disorders which we used as illus- 
trations, the task of differentiation was not simple, particularly with 
those patients who had acquired some orthodox neurological symp- 
toms through previous examinations and hearsay. Most cases of 
hysterical inactivation are not at all clear-cut, and the symptoms of 
neurological disease and myopathy sometimes show a surprising 
degree of instability and inconsistency. Moreover, there are hyster- 
ical patients with medical knowledge, and symptoms that show it, 
while there are patients with indisputable neurological disease who 
develop new symptoms following an examination, or show sudden 
unexpected remissions. 

As for minor hysterical disorders, not only are they much com- 
moner than major ones, but they tend also to be more unstable and 
inconsistent. They are harder to detect and harder to identify, and 
just because they are less dramatic and complete than the major 
disorders we have discussed, they are less likely to arouse the sus- 
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picions of the examiner. When a minor atypical hysterical inactiva- 
tion follows or accompanies some other illness or an injury — which 
may itself involve inactivation - we have a situation that can be- 
come & major diagnostic challenge. There is today, partly as the 
result of the recent war, a rapidly spreading realization that mild 
atypical behavior disorders are present on every ward of every gen- 
eral hospital, and that they merit competent active therapy quite 
as much as do other illnesses. To treat the results of organ or tissue 
pathology adequately, and then to brush oflF behavior pathology 
with a dose of common-sense advice and reassurance, is simply to 
show expertness in one-half of therapy and incompetence in the 
other. 

We have now taken up the commoner major varieties of hyster- 
ical inactivation. Before proceeding to the closely related syndromes 
of hysterical autonomy, however, it will repay us to consider in 
greater detail the relationships between normal behavior and hys- 
terical inactivation. Indeed, we shall find later on that an under- 
standing of these relationships sheds light, not alone upon the 
nature and development of all hysterical disorders, but also upon 
delusions and hallucinations, and therefore upon paranoia, schizo- 
phrenia, mania and the depressions. 


BIOSOCIAL BASES OF HYSTERICAL INACTIVATION 

We have long ago concluded that, in attempting to understand 
the origins of hysterical inactivation, it is neither necessary, nor in 
the long run profitable, to turn away from the facts of normal 
human behavior and seek to build our working hypotheses out of 
rationalistic metaphysics. For to do so is to exile our theoretical 
problems to a speculative “unconscious world” where they become 
by definition inaccessible and unreal. We shall therefore begin 
with the fact that hysterical inactivations are maladaptive modes 
of reacting to unsolved personal difiBculties, occurring in the same 
universe of human behavior. As we have clearly indicated in Chap- 
ters 4 and 5, this universe includes a person’s public social behavior, 
where hysterical symptoms appear, and his private individual be- 
ha\dor where severe conflicts and anxieties may have long been 
active. If, now, we pose the usual question. From what character- 
istics of normal human behavior is hysterical inactivation derived? 
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the answer is that it is derived from normal exclusion, one of the 
commonest and most important characteristics of nfirmal skilled 
acts. 


Inactivation in normal organized behavior 
So common and important a characteristic of normal behavior 
is inactivation that we have not been able to wait until this point 
to introduce it. In discussing behavior organization and behavior 
pathology we said that, in both the acquisition and performance of 
skmed acts, as much depends upon what is excluded as upon what 
is included. For maximal effectiveness it is essential that the irrele- 
vant, the TOmpeting and contradictory tendencies be excluded from 
participation in the act, or, in other words, inactivated. This holds 
true whether we are considering manual skill, close attention, prob- 
lem-solving behavior, consecutive speech or logical thinking. Merely 
to sit and read, for example, means to inactivate innumerable poten- 
tial responses to the stimulation of exteroceptors, proprioceptors 
and, often, interoceptors also. The sense-organs one does not re- 
spond to are normal, the nerves are intact, and we can be quite 
sure there is no central nervous system lesion. But as far as the 
man reading is concerned, there might just as well be no stimula- 
tion at all beyond that within the narrow range of his reading. 

The reading man has learned to become, in effect, deaf and blind 
to stimulation which nevertheless may at the same moment be 
activating the dog or cat that shares his surroundings, but cannot 
share his reading. Even his competing fantasies and the recall of 
things undone must be kept out of his present occupation. The 
act of reading, if the book has a strong personal appeal, may ex- 
clude the smell of burning food, the discomfort of heat, cold or 
pressure, hunger contractions and the call to dinner. The moment 
any of this excluded stimulation intrudes and dominates a man’s 
behavior, the reading activity is in its turn excluded; the man’s eyes 
may scan lines, but for. him they have no meaning. In short, one 
system of reaction becomes dominant at the expense of other reac- 
tions, and for the time being these latter cannot be called out by 
the same stimulation which, under other conditions, would be fully 
effective. 

Everyone is familiar with the appearance of temporary inactiva- 
tion in the behavior of normal persons under stress. We have 
already mentioned aphonia and mutism in normal excited, fright- 
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ened or awestrudc individuals. The loss of ability to eat (anorexia) 
under similar conditions is too well known to deserve elaboration. 
The same might with justice be said of paralysis and anesthesia 
but for the fact that their significance is for some reason more often 
overlooked by the public than in the case of emotional inappetence. 
Many normal men and women go weak in the legs under the stress 
of overwhelming emotional stimulation, whether it is welcome or 
abhorrent. The ranch girl whose legs buckled under her, for ex- 
ample, was not reacting abnormally under the circumstances. It 
was the perpetuation of her inactivation into an enduring disorder, 
in spite of the severe restrictive distortions this produced in her 
life pattern, that made the reaction pathological. 

During intense emotional reactions the normal transient exclu- 
sion of cutaneous and special sense-organ stimulation from a per- 
son s response system is a common occurrence. For the moment, 
the normal individual fails to see what is all around him; he does 
not hear what is said directly to him or feel the hand placed upon 
his shoulder. One sees this phenomenon at funerals, in court, and 
in the partings and reunions at railroad stations. Less common but 
rriore impressive is the temporary inactivation that accompanies 
violent activity as, for instance, in street fighting, in battle or during 
a fire panic. The dominant behavior often completely excludes 
respoiues to stimulation as intense as any that are employed to test 
hysterical inactivation. Severe contusions, lacerations and fractures, 
if Aey are not immediately disabling, may go completely un- 
noticed, a finger may be lost or a hand mangled, one may sustain 
a bullet or stab wound and discover it only afterwards when some- 
one else exclaims or he notices blood. Here, as in hysterical forms 
of inactivation, we need not turn at once away from the data we 
have, and begin rummaging around for the undercover work of a 
hypothetical shrewd, unconscious psyche which will explain away 
the fact of overexclusion. The place where explanations for normal 
and hysterical inactivation must be developed is where inactiva- 
tion occurs, that is, in the field of biosocial operations. 

Normal amnesia, except for its profound importance in relation 
to hysterical disorders, would need no special mention here. It is 
common knowledge that people get so absorbed in conversation 
and m doing or watching something, that they cannot remember 
appointments or routine time-bound duties, and forget where they 
are going or what they have been doing. Excited persons show 
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the same signs of temporary loss of recall and recognition, even 
failing to recognize acquaintances or familiar places and to recall 
names, dates and events which, when they are calm, appear imme- 
diately in their response repertory. Again, it is the persistence and 
spread of amnesia in spite of its severely limiting or distorting one’s 
behavior that makes us label it hysterical amnesia, rather than nor- 
mal forgetting. 

But what about selective reaction-insensitivity? Is this a part also 
of ordinary exclusion or is normal inactivation always non-selective? 
Selectivity is certainly evident in normal inactivation, and nowhere 
more clearly than in forgetting, as Freud so briUiantly demon- 
strated.*® It is harder to recall the unpleasant than the pleasant,** 
easier to misname or fail to recognize a disliked than a beloved per- 
son, commoner to forget a dental appointment than a theater 
engagement, and ones failures than one’s achievements. Indeed, the 
success of many important human relationships, including friend- 
ship and marriage, depends quite as much upon one's habitual 
unthinking skill in what is selectively forgotten as in what is selec- 
tively recalled. In other forms of exclusion it is much the same. 
There are things a person learns to endure by learning not to react 
to them at all — not to see, feel or hear them, not to develop the 
anticipant attitude which can lead only to tension without hope of 
consummation. 

How completely and for how long certain reactions are kept in- 
operative will depend to some extent upon how much of a personas 
behavior is involved in a given dominant habit system, and how 
tightly organized that system is. The consistent well-integrated role, 
for example, is one that is so organized that whatever reactions tend 
to disrupt it, or to introduce serious conflict, are entirely excluded. 
Consider the average college man who decides in the face of an 
impending difiScult examination to be a devoted student. If he is 
throughly successful in adopting this role as his own, the attitudes 
set up in his now dominant behavior organization will rule out most 
of the usually effective stimulation in his surroundings and make 
many of his customary activities impossible during his self-impmed 

1914^' °f Everyday Life. New Ycwk: Macmillan, 

*8Fot a r^ew of this topic see R. Sears, Surcey of ObiecHve Studies 
of Psyc^nalytic Concepts (New York: Social Science Research CoundL 1943) 
Bull. No. 51, pp. 110-115. 
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period of abstention. Sights, sounds, fatigue, mild hunger contrac* 
tions, dry throat, and the antecedents of recall and fantasy — any 
of which, if responded to, would interfere with the activities belong- 
ing to the selected role — seem for all practical purposes to have 
vanished from his world. The organization of an adopted role, that 
has for the time being a high personal significance to the indi- 
vidual, keeps all of them inactivated. 

In the more lasting and culturally more important role of the 
mother we again find that exclusion plays an indispensable part. 
The young woman who undertakes to make the role of the con- 
ventional mother her own, willingly and wholeheartedly, is the 
most likely to become a consistent mother in terms of her society 
and to find her role personally rewarding. But to take the role of 
the conventional mother, skillfully and consistently, a young woman 
cannot stop at including the cultural components which she has 
learned in childhood and adolescence. She must also exclude per- 
manently all reactions and reaction-tendencies to be negligent, 
cruel, selfish, irresponsible, footloose, capricious and immoral. For 
if a woman must be forever wrestling with incipient and develop- 
ing reactions that contradict her chosen role, she will inevitably 
be in perpetual conflict, tense, anxious and dissatisfied. To take 
roles such as this, completely and with minimal wasted effort, one’s 
behavior organization must permanently inactivate the anticipant 
attitudes which make contradictory, competing and inconsistent 
responses possible. This is permanent inactivation that is not patho- 
logical because it is neither personally distorting in terms of one’s 
own society, nor personally expensive in terms of effort and reward. 

Hysterical inactivation as biosocial behavior 
There was a time when it was generally believed among clini- 
ckns that the only conceivable explanation of hysterical inactiva- 
tion lay in occult lesions of the nervous system. But this belief was 
TOntinually contradicted by the unyielding facts of clinical exam- 
ination. For not only was the typical onset of inactivation peculiar- 
ly sudden, but the symptoms failed to correspond to the known 
patterns of neural distribution, they were inconsistent and shifting, 
and the manner of recovery was often completely unorthodox from 
a neurological point of view, the patient losing his symptoms when 
he was not supposed to, or under influences that cannot remedy the 
effects of receptor and neuromuscular damage or disease. 
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Let us take hysterical anesthesias and paralyses as our 
From the perspectives of neuroanatomy and neuropathology their 
patterns have always seemed irrational and unintelligible. Glove 
anesthesia, we have pointed out, violates all the rules of peripheral 
nerve distribution, while the leg that is completely flaccid when 
waging is demanded may execute movements in other situations 
which a comparably flaccid leg in ventral horn disease could never 
manage. It is easy to understand the exasperation of the less im- 
aginative clinicians who in the old days pronounced judgment on 
hysterical patients and called them frauds. It is easy also to under- 
stand the temptation that nineteenth-century dualism offered to 
the more imaginative clinicians to reformulate the patient’s com- 
plaints in such a way as to carry them out of the soma and into 
the psyche where the rules of neuroanatomy and neuropathology 
need not be observed. 

The nineteenth-century dualists were right in rejecting the rules 
of neuroanatomy and neuropathology for hysterical inactivation. 
The logic of organ and tissue pathology is relevant and effectual 
only where the disorder involves organ and tissue pathology. In 
hysterical anesthesias and paralyses the logic of neuroanatomy and 
neuropathology may be just as in-elevant and ineffectual as would 
be the logic of social operations if we used it to explain away 
myasthenia gravis, syringomyelia or hemiballism. When a disorder 
can be shown to arise out of anxieties, frustrations, conflicts and 
disappointments in interpersonal relationships, we must be ready 
and able to study the patient, not just as a biological organism 
but as a biosocial person, whose activities include important self- 
reactions derived from social behavior. Thus, the particular char- 
acter and location of hysterical inactivation usually has consid- 
erable significance. But this significance can be understood only if 
the patient’s past behavior, his anxieties, frustrations, conflicts and 
disappointments, the origins and effects of his habitual symbolism, 
and the character of his self-reactions are all included when his case 
is studied. 

The nineteenth-century dualists and their disciples were wrong 
in abandoning the biological organism for the psyche, as their un- 
successful attempts to join the two together through psychosomatic 
interactionism has demonstrated. From a biosocial point of view 
hysterical anesthesias and paralyses are neither irrational nor un- 
intelligible, and they occur in our familiar everyday world of hu- 
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man behavior. But the hand that becomes insensitive or paralyzed 
is not merely the hand of the brachial plexus, or the cortical hand; 
it is the hand which the patient normally uses as a tool and by 
means of which he works and plays, loves, fights, eats and sins. It 
is the hand the patient can see, touch and hold — in short, the 
social hand, to which he can react as to any other social object, and 
in the same ways that others react to it. 

To insist, as some still do, that “the only scientific approach” to 
the problem of hysterical inactivation is one that begins and ends 
within the nervous system seems as unrealistic as it would be to 
insist upon restricting studies of acrophobia, acute anxiety in high 
places, to a hunt for lesions in the optic and vestibular organs and 
their central nervous system end-stations. Indeed, one might just 
as well argue that the only scientific way to study fatigue is to 
limit oneself to the physiology of the adrenal cortex. No human 
being operates wholly in terms of his internal madiinery; even if he 
just falls down a flight of stairs, we have to find out about the steps, 
the landing, where it was, what he was doing, where he had been 
and what he was carrying. The physician is no scientist who sets 
a fractured arm without inquiring into the biosocial facts. The only 
scientific approach that can be defended on an empirical basis is 
one that begins with whatever evidence is available and closes no 
avenues of investigation, even though they lead into new and scien- 
tifically less reputable fields. 

In hysterical anesthesia and paralysis it is the biosocial activity, 
we have said, and not the sense-organ, muscle or neuron as a physi- 
ologic^ unit that has been inactivated. The same is true of other 
hysterical inactivation. Speaking is important only if it stimulates 
Ae speaker or others; aphonia and mutism arise because speaking 
is involved in one’s difliculties or because its momentary loss is a 
part of one’s reactions during acute anxiety. Eating and swallow- 
mg, we know, are not completely understood in human beings if 
we stop with the facts of seizing, biting and deglutition; eating and 
swallowing occur in a complex social field whose characteristics 
often give us the key to otherwise meaningless disturbances. The 
eye in hiraan affairs is a most important social organ, participating 
actively in interpersonal relationships to a degree rivaled only by 
the hand and tongue. Moreover, the pleasures directly or indirectly 
attributed to the eye are many and so also, therefore, are its oppor- 
tunities for sinning, in commission and in unfulfilled anticipation. It 
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is the same with recall and forgetting. What the human being re- 
members or forgets may be far more effective in perpetuating 
hysterical amnesia than what is happening at the time of 
examination. 


Development and persistence of hysterical inacthraHon 
Throughout this chapter it has been evident that the biosodal 
behavior matrix, out of which hysterical inactivation develops, is 
not peculiar to some human subspecies with an inherited hysterical 
constitution. Every symptom so far discussed is obviously derived 
from the normal inactivation occurring in everyday life as a reaction 
to unusual need or anxiety. Indeed, we have seen that when activ- 
ity is violent, or excitement extreme, normal temporary inactivation 
may reach an intensity that rivals anything encountered in the 
hysterical disorders. Here as elsewhere among the behavior dis- 
orders, the distinction between normal and pathological is made 
largely on the basis of the persistence and spread of maladaptive 
patterns, and on the basis of the degree of ineffectuality and dis- 
tortion that these patterns impose upon biosocial behavior. We 
shall therefore turn now to a consideration of three important in- 
fluences in the development and persistence of hysterical inactiva- 
tion, those of overexclusion, disuse and role-taking. 

The overexclusion in hysterical inactivation is, of course, a form 
of overcomplete repression. The patient reduces his tensions of 
need or anxiety, as in all repression, by preventing the occurrence 
of the tension-producing response, or by inhibiting its development, 
in the presence of previously adequate stimulation. But he carries 
the technique to extremes. For not only is the specific response 
with its supporting and immediately anticipant attitudes repressed, 
but all responses to certain kinds of stimulation are abolished or 
drastically curtailed as in the cutaneous and special sense-organ 
anesthesias — and whole groups of related biosocial activities are 
eliminated, as in the various paralyses. The patient, in other words, 
gains secure protection from the rearousal of tension by excluding 
from his behavior repertory everything that might lead to rearousal, 
even at the expense of being permanently disabled. 

A difficulty with these extreme repressive reactions is that as 
learned behavior, the hysterical inactivation is bound to generalize 
to equivalent excitants and therefore take in situations not origi- 
nally implicated. Moreover, in this process the logic of non-verbal 
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operations, including such factors as simple space-time proximity, 
be considered by the behavior analyst on an equal footing 
with verbal logic. The patient’s extreme repression extends, as we 
have indicated, to the anticipant attitudes which would otherwise 
prepare a behavioral background in advance of the appropriate re- 
sponses. With these attitudes excluded from a person’s behavior 
organization the patient cannot possibly begin certain responses. 

Thus, Ae patient with complete hysterical paralysis cannot take 
the anticipant attitude leading to movement; it is no good urging 
him to try because his trying must include the appropriate antici- 
pant attitude which he has lost by his overcomplete repression. He 

is like a man standing relaxed in front of a four-foot fence jump- 

ing it remains an impossibility as long as the anticipant attitudes 
of postural tension, preliminary flexion and oculomotor adjustment 
are absent. Some hysterical patients report that they are unable 
even to imagine a lost activity. They cannot think it because the 
thmking belongs with the preliminary anticipant attitudes which 
have been repressed; they are like the normal person who cannot 
imagine strongly taboo acts which have been excluded from his 
repertory by repressive inactivation early in life. 

Hysterical inactivation develops initially, as we have seen in our 
case material, because it disposes of intolerable need or anxiety, 
and it persists partly because it continues to perform this function. 
If hysterical inactivation becomes reasonably complete, it may pro- 
vide the patient with a workable solution which lasts as long as the 
symptoms last. This may mean a matter of days, as with our 
amnesic truck farmer, or weeks, as with the mute business man, 
or even years, as with our pseudo-paraplegic girl. But as long as 
the patient remains selectively unresponsive to stimulation that 
once aroused specific need or anxiety - whether such stimulation 
originates outside the organism or inside it, whether it comes from 
the overt behavior of others or from his own overt and covert be- 
havior— he cannot suffer rearousal of his unsatisfied need or his 
unbearable anxiety. 

In addition to the influence of overcomplete repression in per- 
petuating hysterical inactivation, we must consider two important 
effects of disuse, one of them direct, one indirect. As every physi- 
cian knows, the protracted disuse, sparing or overprotection of a 
part sometimes leads to an ineradicable secondary disability which 
may seriously reduce the residual function left after injury, opera- 
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tion or corrective immobilization. Similarly, in hysterical inactiva- 
tion it sometimes happens that, simply because the hysterically 
disabled part is not used, secondary atrophies and contractures 
develop which are identical with those resulting, for example, when 
fractured limbs are kept too long inactive in a cast. The indirect 
result of disuse arises from the fact that the part excluded from 
participation in behavior sufFers from being left out of the patient’s 
biosocial organization, like renounced affection or a neglected skill. 
An hysterically disabled hand, for example, cannot be included irt 
whatever new things the patient learns, and as for the old things 
which the hand used to do, they are omitted entirely from the 
patient’s life or done in a new way. In -Short, the disabled member 
by the very fact of disuse acquires no new excitants and loses all 
the old. 

The influence of role-taking is as important in organizing and 
perpetuating hysterical inactivation as it is in org anisin g normal 
behavior. We have seen the effects upon normal behavior of adopt- 
ing the role of a devoted student or a conventional mother. If cir- 
cumstances lead a man to adopt the role, let us say, of a disabled 
person as his own, then the close organization of his behavior into 
a culturally defined pattern will exclude whatever seems to con- 
tradict it. Once he has taken such a role publicly he has committed 
himself, in others eyes and in his own, to renounce every incon- 
sistency which he or others recognize. Moreover, if he gains priv- 
ileges and exemptions in the role of a disabled man, he cannot 
abandon the role without endangering his community status and 
his self-respect - unless, of course, he is publicly cured, and this is 
one of many explanations for the miraculous public cure. 

What has been said about the adoption of a culturally defined 
role applies equally to the rejection of one. In Chapter 3, for ex- 
ample, we alluded to the development of amnesia in relation to 
inacceptable wifehood and motherhood. A woman who is in fact 
a wife and mother can become to herself no wife and no mother 
if she succeeds in devdoping amnesia for whatever contradicts a 
childless virginal role. Through such overcomplete repression die 
patient becomes incapable of recognizing her husband or her 
child, and cannot accept them therefore as her own. She is unable, 
in spite of prompting, to recall her pregnancy or delivery, and she 
disavows marriage. In extreme cases of role-rejection the patient 
develops supporting delusions and then, if these lead to serious 
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bdia^or disorganization, what may have begun as hysterical inac> 
tivatum becomes a schizophrenic disorder. 

There is no evidence to indicate that factors predisposing certain 
individuals to develop hysterical inactivation under stress differ 
from those which seem to favor hysterical autonomy. Presumably 
whatever increases need or anxiety in susceptible persons leads to 
the acquisition of hysterical reactions that dispose of it, whether 
these reactions merely inactivate behavior or produce autonomous 
activity which is out of the social person’s control. We shall there- 
fore consider the determinants of both hysterical inactivation and 
autonomy together, toward the end of the next chapter, and discuss 
there also the relationship of both inactivating and autonomous 
symptoms to the other behavior disorders. 



Hysterical Disorders 


U. Autonomy 


WE HAVE JUST SEEN how people sometimes 
succeed in disposing of behavior that arouses the tensions of need 
or anxiety by developing a persistent selective reaction-insensitivity. 
Through such a development the person renders himself incapable 
of certain specific activities, or unable to respond to certain kinds of 
stimulation. The result is that the tension-producing reactions can- 
not occur; they are excluded from participation in the rest of the 
patients biosocial behavior. This is the form of reaction-insensi- 
tivity which we have called hysterical inactivation. 

We shall now consider another form of reaction-insensitivity, 
called hysterical autonomy, which involves overexclusion on a basis 
somewhat different from that of simple inactivation. In one variety 
of hysterical autonomous behavior, which includes tremor, cramp 
and tic, the tension-producing reactions are not completely elim- 
inated from the patient’s repertory; they continue to appear, but 
only as isolated fragments which are not in keeping with the shared 
environmental context. In a second variety, the patient rather sud- 
denly develops an alteration in his dominant behavior organization, 
and an autonomous episode or phase appears in which previously 
excluded behavior is present in its entirety, as in hysterical seizure 
and in one form of multiple personality. Or else, the alteration dis- 
poses of tension-provoking behavior by excluding it from the newly 
developed autonomous phases, as in hysterical fugue and in another 
form ot multiple personalUy. The striking thing about this second 
variety is that the patient, in getting rid of his troublesome reac- 
tions, also eliminates a great many other related activities and suf- 
fers, as we shall see, a definite break in the continuity of his 
environmentally oriented behavior. 



349 



350 


HYSTERICAL DISORDERS 


VARIETIES OF HYSTERICAL AUTONOMY 

By hysterical autonomy we mean the appearance of an isolated 
behavior fragment or behavior episode, which is out of keeping 
with shared environmental context or with the person’s prim 
behavior organization, and which develops as a reaction to the ten- 
sions of need or anxiety in the absence of organ or tissue pathology 
adeqiMte to account for it. Hysterical autonomy, like hysterical 
inactivation, occurs in countless minor varieties which often com- 
plicate the diagnosis, treatment and course of other medical and 
surgical disorders. But hysterical autonomy also occurs as the chief 
or only presenting symptom in a series of maladaptive reactions, 
ranging all the way from little localized movements to complex 
multiplications of the personality organization. As in the preceding 
chapter, we shall confine our discussion to those major hysterical 
disorders which, although less common than the minor ones, pro- 
vide us with clearer and more instructive illustrations of principles 
that hold for major and minor varieties alike. 

It is most convenient to discuss the major varieties of hysterical 
autonomy by arranging them in the order of ascending complexity 
and increasing involvement of overt behavior. Accordingly, we 
shall begin with the simplest and most limited movements, the 
hysterical tremor and cramp, and proceed to the more versatile and 
expressive hysterical tic. From there we shall go on to the hyster- 
ical seizure, which is not only more involved and complex than the 
tic, but also introduces the break in behavior continuity mentioned 
above. This prepares us to understand the similar but less nar- 
rowly circumscribed episodes which constitute somnambulism, 
hysterical fugue and multiple personality. 

Hysterical tremor 

Hysterical tremor consists of autonomous oscillatory movements, 
ranging in rate from four to ten oscillations per second, which de- 
velop initially in relation to need or anxiety, and recur or persist 
in the absence of organ or tissue pathology adequate to account for 
them. Hysterical tremor usually appears when a certain movement is 
made (intention tremor), but it is sometimes found when the part 
is at r^t (rest tremor), particularly when the patients self-reactions 
are directed toward the part. Although found most frequently in 
the extremities, the face and the head, it is possible for hysterical 
tremor to develop in any region of the body. 
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Tremor constitutes one of the most commonplace reactions of 
the normal person under conditions of stress, anxiety, frustration, 
eagerness and delight. It appears also, without these conditions, 
after prolonged sleeplessness or intense exertion, and during 
convalescence and transient toxic states. Following an argument, a 
fight or an accident, the receipt of bad news or exciting news, many 
normal persons develop tremor of the fingers or hand which usually 
increases in amplitude when the part is used. Such normal tremor 
tends for some hours, and sometimes days, to recur with relatively 
mild emotional stimulation, even though this is unrelated to tlie 
original incident. Tremor may also normally recur for some time 
whenever the person recalls the precipitating incident, its ante- 
cedents or its sequelae. Moreover, the tremor often interferes seri- 
ously with the execution of habitual skilled acts while it persists. A 
man, for example, finds that he cannot drive competently after he 
has witnessed or been involved in a near-accident or has just re- 
ceived an humiliating lecture from a policeman; a woman sitting 
absorbed in a daydream has to stop her sewing because of the 
tremor that comes with her recall of yesterday’s quarrel. 

The hysterical tremor may differ neither in pattern nor in man- 
ner of precipitation from normal tremor. What earns for a tremor 
the designation hysterical, in addition to its origin in need or anxi- 
ety, is its indefinite persistence or incessant recurrence, its con- 
tinued interference with normal performance, the attitude of ac- 
ceptance or display which the patient shows toward his symptom, 
and his inability to recall or recognize its beginnings. Hysterical 
tremor, like the symptoms of hysterical inactivation, may occur only 
when some specific act is attempted and not when other acts are 
performed which involve the same muscles and even the same 
movements. It may appear when the patient tries to do something 
in certain special situations, whereas in all other situations he can 
do the same thing without a tremor. Sometimes the tremor devel- 
ops and persists in a specific act, not because that act is necessarily 
related in any other way to the precipitating incident, but merely 
because it happened to be in process during a period of severe 
emotional disturbance. 

Among the economically most important of these hysterical 
symptoms is the so-called “occupational tremor.” The name does 
not, of course, designate a special kind of movement, but refers 
only to the facf that the symptom interferes with the patient’s earn- 
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ing his livelihood, recurring or increasing in amplitude whenever 
the patient begins a movement or a postural tension upon which 
his^occupational status depends. Thus, one finds clerks, housewives, 
artists, writers, skilled mechanics, professional men and machine 
operators who have become incapable of carrying on the work 
with which they are identified because of hysterical tremor. The 
mode of origin of “occupational tremor,” and the significance it 
may have in an individual’s life, are well illustrated by the follow- 
ing case. 

A nineteen-year-old unmarried woman was brought for consulta- 
tion because of an intention tremor in her left hand which had com- 
pelled her to give up her job. A year earlier she had obtained em- 
ployment as an elevator operator in a department store for the 
purpose of saving money toward her marriage. Her fiance, who at 
that time had moved to a better job in another city, had begun by 
writing her twice weekly and visiting her once a month. After a 
few monAs, however, his letters grew cooler and less frequent; he 
kept putting off visiting her on various plausible pretexts, and when 
he finally did come he behaved in a strained and preoccupied man- 
ner. In response to her worried promptings, her fiance agreed that 
his changed behavior was the result of business cares, but a few 
days after he had left, he sent the patient a letter which stated 
bluntly that he had decided to marry someone else. 

The patient was very much shaken by this sudden collapse of 
her life-plans. She felt deeply humiliated at being rejected after 
she had so confidently told everyone whom she could, almost daily, 
of her marital plans. Back at work she found that she could no 
longer reach for and hold the elevator clutch because of a coarse 
intention tremor which appeared each time she tried. The symptom 
received strong reinforcement from the reactions of her fellow- 
workers to it. With their genuine sympathy they mingled the 
inevitable frightening anecdotes which people in all walks of life 
seem to save for such occasions. 

The patient responded well to brief therapy which, in addition to 
personal reorientation, included an immediate change in vocation, 
and a move to another neighborhood where her adversity would 
not be known. Her initial resistance to any interpretation of the 
tremor other than that of a “palsy” gave way as treatment pro- 
gressed. She ^cceeded in recalling that the trembling in her left 
hand was originally not an isolated phenomenon, as it later became, 
but had been part of a generalized trembling which immediately 
foUowed her receipt of the bad news. She remembered that, after 
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reading the letter, she had found considerable difBculty wiA the 
mwipulations involved in eating and in putting on her things before 
going to work. I was shaky all over,” she said. However, the other 
tremors duninished, while the one in the hand upon whose steadi- 
ness her job depended grew worse. In the course of therapy, die 
patient gradually lost her symptom as she worked out the factors 
precipitating and perpetuating it, and as she recognized its sig- 
nificance as a public statement of her inability to go on anv longer 
with her plans. 

Hysterical cramp 

Although quite different in pattern, the hysterical cramp is prac- 
tically identical with tremor in origin and significance. By hysterical 
cramp we mean a persistent autonomous contraction of a muscle 
group, which develops initially in relation to need or anxiety, and 
lacks a background of organ or tissue pathology adequate to account 
for it. In normal life sustained muscular contractions, coming on 
suddenly and painfully, are familiar events. They frequently follow 
overstretching of muscles, prolonged overexertion, overcooling or 
excessive heating. Cramps represent a serious occupational hazard 
in those vocations which necessarily involve such direct peripheral 
effects (e.g., stokers’ cramp). 

Hysterical cramp is also a serious occupational hazard. It devel- 
ops, however, on the biosocially more complex basis of personal 
iieed or anxiety and it persists, like “occupational tremor,” as a pub- 
lic statement of disability. Thus, we have writers’ cramp, violinists’ 
cramp, typists cramp, watchmakers’ cramp, telegraphers’ cramp, 
seamstresses’ cramp and a score of others. They all have in com- 
mon this one characteristic — that the symptom makes it impossible 
for the patient to carry on his vocation, even though he may be 
able to perform similar movements, without cramp, in activities un- 
related to his work.^ The neuromuscular machinery remains undam- 
aged, unless of course the cramp is severe and of long duration, in 
which case secondary changes may lead to a contracture diat re- 
quires surgical correction. 

In writers’ cramp, for example, an unsuccessful author who is 
unable to accept or rationalize continued failure may develop a 
painful contraction of the muscles used in writing. Each time he 

i See, fOT exMple, the report on telegraphers’ cramp by M. Smith, M. 
Culpin md E. Farmw, A study of telegraphists’ cramp,” Industrial FaHgue 
Research Board, 1927, No. 43. “ 
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tries to write thereafter the cramp returns, and ther^ is nothing for 
him to do eventually but give up trying -which means give up 
Writing. Real as this cramp is, and painful as it is, it can be shown 
to involve muscles which the patient uses without the least difiB- 
^ty in activities other than writing. The origin of the symptom is 
in the would-be writer’s ambivalent attitudes toward his endeavor 
- for instance, a desperately tense perseverance coupled with hope- 
lessness and loathing for the work. The patient, who cannot admit 
to himself or others the implications of his ambivalence, continues 
to repress his loathing and hopelessness. He cannot, without expert 
aid, recapture the referent of his symptom, the attitude to which 
it belongs, and therefore to him it is socially meaningless. He and 
his associates are likely to accept the cramp as a partially disabling 
disease, the socially irresponsible behavior of a biological organism 
and nothing more. 

Hysterical tic 

In many ways the tic is similar to the tremor and the cramp, but 
as overt behavior it stands much higher on the scale of complexity 
and is, as we have said, more versatile and more expressive. By 
hysterical tic we mean an autonomous organized repetitive move- 
ment or sequence of movements which develops initially in relation 
to need or anxiety, and lacks a background of organ or tissue 
pathology adequate to account for it. The hysterical tic is closely 
related to the countless little manneristic movements that normal 
children and adults make, many of them annoying and most of 
functionless. These include sniffing and throat-clearing, 
smacking the lips and clicking the tongue, grimacing, eye-blinking 
and head-nodding, stereotyped hand and finger movements, shrug- 
ging, twitching, tapping, jiggling and squirming. 

There are few places in behavior pathology where it is more 
difficult to make a clear distinction between normal and abnormal 
than in the area of overlap between mannerisms and tics. Were 
we to adopt one extreme view, we should have to consider all ad- 
ventitious movements hysterical, while the opposite extreme would 
lead us to omit the tic entirely from hysterical autonomy. If, how- 
ever, in each case we investigate successfully the origins of the 
movement, the conditions of its recurrence, its effects upon normal 
performance and the significance of amnesia, if it is present, we 
shall then have criteria which make differentiation feasible. 
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The list of reported varieties of hysterical tics is very long. We 
may mention, by way of example, twitching, jerking, nodding, 
rotating and wagging of the head; twisting, flexing and extpmflitig 
of the torso; postural changes in neck, shoulder, back and pelvis; 
tongue-clicking, sniflSng, grunting, barking, throat-clearing and 
swallowing. Of especial interest to the behavior pathologists are 
the endless varieties of facial grimaces, extraocular responses, and 
movements of fingers, hand, forearm and arm, in which the remnant 
of a common act — often a communicative gesture — is discernible.® 
There are also, of course, toe, foot, leg and thigh movements, gen- 
ital and anal tics, and a host of movements related to or derived 
from special skills and other habitual sequences, some of which 
reach a high degree of complexity. 

But whatever the pattern, hysterical tic is usually the remnant 
of a once useful adjustment to need or anxiety, the residual frag- 
ment of an incompletely repressed act. It may also be a symbolic 
assertion of incapacity and non-participation not unlike the sym- 
bolic assertions we have seen in anesthesias and paralyses. The be- 
ginnings of a tic are often simple. For example, an upward move- 
ment of the chin, accompanied by platysma contraction and facial 
grimace, may have its start as the reaction to a tight collar, discom- 
fort from which has been made acute by concomitant anxiety. How- 
ever, if the reaction generalizes to other anxiety excitants, restraints 
and discomforts, it may eventually become established as an auton- 
omous movement which the patient cannot control and does not 
understand. 

The complexity of many hysterical tics, on the other hand, gives 
them greater latitude as autonomous sign language. A single tic 
pattern, for example, may represent denial of a role that once was 
dominant in behavior, and at the same time be a contradiction of 
the currently dominant role. We sometimes encounter such ambiv- 
alent representation in the well-known hysterical spasmodic tor- 
ticollis. This tic consists of a recurrent elevation of the chin with 
simultaneous rotation of the head — a movement which sometimes 
raises diagnostic difficulties because its pattern closely resembles 


2 Comp^e M. Krout, Autistic gestures: an experimental study in symbolic 
movement, Psychol. Monog., 1935, vol. 46, No. 208; “The soci J and Who- 
io^cal significance of gestures (a differential analysis),” Jour. Genetic Psuchol. 
1935, vol. 47, pp. 385-412; "Further studies on the relation of personality and 
gesture, a nosological analysis of autistic gestures," Jour. Exper. Psuchol.. 1937 
vol. 20, pp. 279-287. r » . « , 
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the product of an irritative central nervous system lesion. For in- 
stance, in a patient of ours vvrhose neurological status was normal, 
the symptom turned out to be a gestural remnant of deep-seated 
reactions of aversion and disdain, which the patient had disowned 
and incompletely repressed. In his current behavior, however, this 
tic was often the patient s contradiction of his dominant role in 
which amiability and rather submissive attitudes of cooperation 
prevailed. His torticollis was observed to increase whenever it was 
discussed, when therapy became at all aggressive, and when his 
opinions or preferences were disregarded. The symptom was dimin- 
ished by distraction and when others were acquiescent, and it was 
abolished in hypnosis. EventuaUy it disappeared in the course of 
therapy which was aimed, not at the tic or at the undamaged 
nervous system, but at the patient’s unsettled conflicts. 

The following case illustrates a somewhat different state of 
affairs in which, although the pattern of the tic was highly complex, 
tile motives resulting from behavior analysis turned out to be re- 
markably simple. 

The patient, a schoolboy of twelve years, was brought for consul- 
tation to a children’s hospital. His worried parents stated that, 
despite negative pediatric and neurological examinations, the boy 
OTntinu^ having “fits.” He was able to demonstrate these so read- 
ily that it was decided to take a moving picture of them, an arrange- 
ment to which the boy at once agreed. In the presence of half a 
dozen physicians and his parents, the patient gave us the shots 
, illustrated (Figure 1). 

The sequence of movements always followed approximately the 
same pattern. After an expiratory grunt or two, the boy would 
suddenly clap his hands to his abdomen and stiffen up. This he 
usually repeated two or three times, with little expectant pauses ui 
between, and then proceeded to execute a remarkable series of stoop- 
ing rad forearm flexing motions that looked more like school calis- 
thenics than a fit. After this was over, he would stand prating 
heavily for a few seconds, again in an expectant attitude, rad go 
into another similar sequence, or abruptly relax rad behave qutte 
normally again. It should be noted that when the photographer 
^ked him to move from his place under the awning out into the 
light, the patient complied without hesitation, even though at the 
moment he was in the middle of another attack. When the photo- 
graphing was over, the boy left the terrace, walking rad talking 
quite normally, his father patting his shoulder and comforting him 
as they went. 
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This elaborate tic seems to have developed initially in a setting 
of extreme parental anxiety when the patient was suffering from 
attach of abdominal pain of undetermined origin. It became firihly 
established because it brought the boy many privileges and kept 
him constantly in the limelight as an extraordinary “case,” the 
focus of everyone s interest and speculation. An important aspect 
of the attacks is that, while one was in process, the patient was in 
adequate touch with his biosocial environment — even to the point 
of suspending an attack temporarily on demand — and after it was 
over he had no amnesia for the period of the attack. This is in 
sharp contrast to the hysterical seizure which we are about to dis- 
cuss. Needless to say, the boy and his parents believed the “fits” to 
be evidence of a strange disease and the repeated negative diag- 
noses signs of medical ignorance. Under the direction of a compe- 
tent child psychiatrist, who turned his major efforts toward the 
difficult task of re-educating the anxious oversolicitous parents, the 
tic disappeared and the boy became well again. 

The variegated gesture and posture language to be found in tic 
and seizure together form an unmistakable bridge connecting 
hysterical autonomy with those schizophrenic disorders in which 
grimacing, mimicry, signaling, pantomime, posturing and bizarre 
role-taking are the chief symptoms. Of course hysterical tic, like 
tremor and cramp, may become quite functionless and still persist 
as an habitual response, as meaningless and unnecessary in the 
patient’s current behavior as a normal mannerism often is. 

Hysterical seizure 

In turning now from hysterical tremor, cramp and tic to hysteri- 
cal seizure, we pass from autonomous movements whose occurrence 
is unaccompanied by serious disturbance in the patient’s general 
orientation, to circumscribed attacks which include a disruption in 
the patient’s immediately previous relationship to his environment. 
No longer do we find, as in the elevator girl and the boy with the 
calisthenic tic, that patients maintain effective contact with those 
around them during an hysterical episode, respond to ordinary re- 
quests in the usual manner, and recall easily the events of one 
phase while they are in the other. On the contrary, the most im- 
pressive things about the autonomy we are about to describe are 
the break which seems to divide the period of hysterical attack 
from the rest of behavior, and the comprehensive character of the 
amnesia in one phase for events belonging to the other. 
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By hysterical seizure we mean an autonomous, circumscribed 
behavior episode which resembles superficially a convulsive attack, 
develops initially in relation to need or anxiety, and lacks a back- 
ground of organ or tissue pathology adequate to account for it. 
The hysterical seizure has a well-defined beginning and, as a rule, 
a well-defined ending. Its onset is marked by a clear break in be- 
havior continuity; the role taken during the circumscribed episode, 
and all recall of it, are absent from the patient’s everyday repertory. 
When the seizure is over, the patient may resume whatever he 
had been doing before it started, as if nothing had intervened, or 
he may appear for some time poorly oriented. In some cases, like 
the one we shall describe shortly, the seizure is followed by a 
trance-like episode (twilight-state) whose duration varies from a 
few minutes to several days. During this after-period the patient 
seems dazed and preoccupied, allows himself to be led around and 
usually gives limited, rather passive cooperation in ordinary dress- 
ing, feeding and toilet routines. 

The pattern of the hysterical seizure may vary greatly from per- 
son to person, but for a given individual it is frequently stable and 
predictable. Some seizures are simple in design, amounting some- 
times to little more than jerking, thrashing or tic-like movements 
that are difficult to distinguish from attacks of petit mal Others 
are more elaborate and better organized, so that they give the im- 
pression of being an act,” which may easily be mistaken for mere 
display or simulation. 

Of course it can be shown that during the period of a typical 
hysterical seizure, which may last a few minutes or several hours, 
the patient is almost completely out of touch with his social envi- 
ronment. His autonomous behavior, far from being supported by 
the social context, goes on in spite of it just as if he were day- 
dreaming. Indeed, as we shall see, the seizure may represent overt 
role-taking of a kind that ordinarily belongs in covert fantasy; the 
patient acts out his repressed reminiscences, his unrecognized 
needs and unacknowledged satisfactions as though he were in a 
fantasy ballet. The seizure in such instances is an attack of intense 
imagining which, like profound preoccupation, excludes nearly all 
stimulation from the social context while it lasts. As in ordinary 
recall, the seizure can be precipitated by words, daydreaming or 
some incident which functions as an equivalent of the original 
incident. The following case illustrates many of these fundamental 
points. 
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The patient, an unmarried woman of twenty-three years, was ad- 
mitted to a psychiatric hospital while apparently having a general- 
ized convulsion, the pattern of which was obscured by her being 
strapped to a stretcher. She was taken to a private room and placed 
unrestrained upon a floor mattress, attended by a nurse, where she 
soon became quiet. She remained, however, completely unre- 
sponsive to questions and examination procedures, staring ahead of 
her with a perplexed look, or rolling her head from side to side and 
sighing deeply. As physical examination and laboratory studies 
proved negative, the patient was kept under observation during the 
ensuing twenty-four hours. 

The next day the patient seemed normally responsive and, when 
brought to the physician s office, she at first cooperated well in giv- 
ing her medical and psychiatric history. When she came to her 
adolescent difficulties, she began describing a sexual assault upon 
her because of which, she asserted, her mother had driven her out 
of the home. As the patient proceeded with this story, she appeared 
to grow increasingly preoccupied and her account became more and 
more vague, as though she were going into a schizophrenic stupor. 
Suddenly, however, she slid from the chair to the floor, let out a 
scream and commenced another seizure. 

The seizure began with well-coordinated struggling, writhing and 
rolling movements of the whole body and extensor responses in the 
arms (Figure 2). These continued for several minutes and were 
punctuated by occasional screams and sobbing without tears. Then 
came a rest period during which the patient’s eyes were open and 
her brows furrowed, while she slowly rolled her head from side to 
side in what appeared to be sorrow. Her face shone with sweat 
and at first she breathed heavily. In a few minutes a scream and 
more tearless sobbing ushered in another sequence whose pattern 
was, in general, like the first. The seizure was not interrupted by 
the manipulation involved in transferring her to her room, and it 
continued for several hours afterwards. The fact that this patient 
rested between periods of struggling reminds one immediately of 
the schoolboy’s calisthenic tic. However, unlike him she remained 
imresponsive to her social surroundings throughout her seizure and 
its aftermath. 

After her seizure had subsided the patient remained in a typical 
twilight state for a day and a half. She was not cataleptic, but 
she stood or sat wherever she was placed, staring ahead without 
appearing to see anyone present, knitting her brows and occasionally 
shaking her head slowly from side to side as she had done in the 
seizure. She neither spoke nor responded to speech. She took the 
food and drink that was put to her lips, and she required neither 
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reminding nor coaxing to chew and swallow, as stuporous depressed 
and schi^hrenic persons so frequently do. But she chewed and 
swallowed in the mechanical way that normal persons do when they 
are grief-stricken. In the hospital routines the patient cooperated 
slowly and heavily but without much urging. She could safely be 
led up and down stairs or outside the building; she avoided ob- 
stacles, waited motionless for doors to be opened, got through 
doorways unguided, and did not stumble on the uneven ground 
out-of-doors. She wakened on the second morning, once again nor- 
mally responsive to her social environment, but with amnesia for the 
seizure and the twilight-state. 

There were several repetitions of this sequence during the next 
few weeks, and it was soon evident that any discussion of sex, home 
or mother was sufficient to precipitate another seizure. Attacks were 
also favored by protracted lonely daydreaming and by the patient’s 
need for sympathy and comfort. On two occasions, for example, 
when the patient was kept in her room alone in the evening, she 
came out into the corridor, screamed and sajik to the floor in a 
seizure which lasted the rest of the night, and was succeeded by 
her usual twilight-state. 

This young woman presented a difficult therapeutic problem. 
She was a grade-school graduate who was not above average in- 
telligence, and she came from a slum environment where she had 
gained the reputation in her early teens of being seriously delin- 
quent, Furthermore, the seizure which originally brought her to 
the hospital had been undoubtedly precipitated by difficulties she 
was having with the police. In the hospital she reacted to anything 
that bordered on her personal problems as she had reacted to ques- 
tioning by the police — with a seizure and a prolonged twiUght-state, 
Direct therapy was finally abandoned, and a program of work was 
set up for her, which provided limited ground privileges and a 
pleasant room as long as she performed her duties and had no at- 
tacks, Under this regime she soon became symptom-free and was 
discharged four months after her admission. Two years later she 
was readmitted because of similar seizures, similarly provoked, and 
was again discharged with symptomatic recovery but presumably 
nothing more, ^ 

The unmistakably theatrical display in this case, and the trans- 
parent use of hysterical seizure as an escape technique, might mis- 
lead the impatient or inexperienced observer to jump to the con- 
clusion that the whole episode was mere pretense and our patient 
a simple fraud. But to do this would be to behave like a policeman 
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toward a person whom the police had already recognized as a 
patient. Moreover, there are certain behavior peculiarities about 
the hysterical seizure that should make anyone hesitate to begin 
his study of them with an indictment. It is a fact, for example, that 
Ae person is rare who can develop hysterical autonomy in tliig 
form, no matter how pressing the need or how overwhelming the 
fear. The skeptical student should find out for himself how great 
a difference there is between pretending to take a role and actually 
living the same role; that is to say, between being a fraud and 
being hysterical. 

The hysterical patient in a seizure is acting through or re-living 
a special, circumscribed role with a constant theme. The seizure 
is not just any random act; it is an act having particular significance 
in the patients life. The patient cannot as a rule come out of the 
episode until it has been lived through; and during the attack he 
remains completely in character. He seems to be as much alone 
with his fantasy, even though it is overt fantasy, as is the normal 
man who lives through a reminiscence while he sits alone smoking 
his pipe. ° 

Our patient was, of course, acting through the role of being 
assaulted, a role toward which we had reason to believe she main- 
tained strongly ambivalent attitudes. Her seizure was pantomime 
reminiscence, overt recall, a re-enactment in which her fantasy 
sequences dominated all her activity, and excluded responses to 
stimulation from the social environment. As far as secondary gain 
is concerned, this patient could have obtained as much sympathy, 
comfort and protection by a ten-minute attack as by the two or 
three days of bleak isolation which her seizure and trance state 
brought her. But she demonstrated over and over that, once she 
slipped into the seizure, she could not bring it to a dose until it had 
run a long course. If, as we have suggested, hysterical tic often 
represents a form of fragmentary recall in gesture language, then 
hysterical seizure must be complete recall in the laneuaee of a 
solitary drama. ^ ^ 

Once an hysterical seizure has been developed, it is likely to be 
repeated; and with repetition it may become a preferred, habitual 
mode of escape from conflict, monotony and punishment — as in 
the case we have described. The organization of the attack devel- 
ops reaction-sensitivity in the patient toward stimulation s^ 
it off, with the usual tendencies toward generalization which we 
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have discussed in relation to normal reaction-sensitivity. As the 
seizures are repeated, they may also become more and more stereo- 
typed, so that the behavior pattern of the attack can be accurately 
predicted even, as in our illustration, for recurrences of the disorder 
years later. 

Hysterical somnambulism and fugue 

By hysterical somnambulism we mean autonomous behavior, re- 
sembling and related to normal somnambulism, which develops 
initially as a reaction to need or anxiety, and lacks a background 
of organ or tissue pathology adequate to account for it. Taken 
literally, the term somnambulism means no more than sleep-walk- 
ing, but in practice its meaning has expanded to include any co- 
ordinated biosocial act performed in sleep or sleep-like states. Nor- 
mal somnambulism, in this sense, is far commoner among children 
than among grown-ups, but it appears in the night behavior of a 
great many adults also. 

The normal forerunner of normal somnambulism is the vivid 
action-dream in which a sleeper tosses, twists, moves his limbs and 
head, makes sounds and says words belonging obviously to some 
context other than that of the shared social environment. The 
change from the common action-dream to somnambulism is essen- 
tially the product of an increase in the amplitude and range of the 
sleepers reactions to his own fantasy. For, as a person’s dream be- 
havior grows more and more overt, it comes into more and more 
effective relationship with objects and persons in the surroundings. 
This change in the situation, if it does not awaken the sleeper, 
modifies his dream behavior in the direction of increasing his re- 
sponsiveness to these objects and persons. The dreamer who man- 
ages to carry out routine coordinated acts without awakening — 
sitting up, arising, putting things on, talking and walking — already 
has the bases of hysterical somnambulism in his repertory. If he 
repeats such performances, he is likely to come into contact with 
more and different situations, as he moves about in his sleep, and 
to develop greater complexity and adequacy in his somnambulistic 
performance. 

Most persons who have lived in dormitories, camps or interns’ 
quarters have at some time been disturbed by a somnambulist who 
wanders around at night, rummages in dresser drawers, valises or 
closets, asks questions and gives more or less irrelevant answers. 
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and awakens then or in the morning with amnesia for the episcde;: 
Somnambulism that reaches this degree of complexity and per- 
sistence should be considered hysterical, even though it leads to 
nothing more serious.® On the basis of the relatively few cases 
which have been adequately studied, the presumption is justified 
that somnambulism does not become as resistant as this to inter- 
ruption unless, as with seizure, persistent strong need or anxiety 
has led to exceptionally well-developed autonomy. 

By now it has become obvious that the patient in hysterical som- 
nambulism is decidedly more responsive to his biosocial environs 
ment than one in hysterical seizure, and that his behavior, even 
though at times fumbling and hesitant, is much less stereotyped. 
On one somnambulistic excursion the sequence and character of 
responses may differ considerably from those of the preceding one. 
It is by no means rare for a somnambulist to exchange a few wOrds 
with a sleepy roommate, dress or half-dress, go downstairs, unlock 
the front door and walk down the street without awakening. If the 
sleep-walker is accosted by a policeman, or if he tries to gain en- 
trance to a strange house and arouses the occupants, he may sud- 
denly come out of his autonomous phase with amnesia for its events. 
The hysterical somnambulist can sometimes be persuaded to return 
to his bedroom, undress and go to bed without awakening; when 
he gets up in the morning he, too, is amnesic for the autonomous 
episode, like the normal dreamer for most of his dreams. 

For convenience of exposition, we have introduced hysterical 
somnambulism in its nocturnal form, which evolves from the vivid 
action-dream. But hysterical somnambulism may also be diurnal, 
occurring in persons who are not asleep but intensely preoccupied 
ynth private fantasy. This origin in need or anxiety, the character- 
istically sudden onset, the break in behavior continuity and the 
amnesia in one phase for events of the other, all indicate the close 
relationship between diurnal somnambulism and hysterical seizure. 
But the outcome is quite different. For in spite of the amnesia 
and the break in behavior continuity, the somnambulist makes suf- 
ficiently adequate use of his biosocial environment to enable him 
to move around among others, often without his attracting special 
notice for some time. Occasionally a person in a diurnal attack, in 

sin mffitary establishments the danger to the patient who fails to halt at 
toe guards command must also be considered. See S. Sandler. “Somnam- 
bulism in the armed forces,” Ment. Hyg., 1945, vol. 29, pp. 236-247* 
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spite of amnesia which may include tiie loss of personal identity, is 
able to cany out difficult manipulations, enter into biosocial activ- 
ities that demand complex role-taking, including conversation with 
strangers, without arousing the least suspicion in others that some- 
tiling is wrong with him. 

When a somnambulist, diurnal or nocturnal, actually takes to his 
heels and flees, we call the episode an hysterical fugue. Almost 
evetyone says at one time or another, Td like to go away and for- 
get it alll The somnambulist in an hysterical fugue acts out this 
role literally. Our amnesic farmer who ran down the pedestrian 
with his truck had the beginnings of an hysterical flight in his be- 
havior. But he landed in the secluded and protected environment 
of a hospital almost immediately, and this circumstance may have 
been all that prevented his developing a full-blown hysterical fugue. 
Quite often the flight from a situation comes first, and then anxiety 
over the possible consequence of fleeing results secondarily in som- 
nambulism, which breaks with the immediate past, as in the fol- 
lowing case. 

An impoverished male graduate student, aged twenty-two and 
unmarried, received an invitation to dinner at the home of an in- 
structor whom he scarcely knew. When the day and hour for the 
dinner came, the graduate student failed to appear, nor could he 
be located by telephone, although it was ascertained that he had 
started for the instructor’s house in plenty of time. Two days later 
he was picked up by the police in a neighboring state, at &st 
unable to identify himself, but able to recall traveling on a freight 
train, talking with people and sharing their food. The contents of 
his pockets identified him and he was fetched home by relatives. 

Evenfyally the patient was able to recall the events both prior to 
and during his fugue. He had been dreading the prospect of dining 
out, partly because his clothes were exceedingly shabby and pardy 
because the attitude of his host had seemed to him decidedly con- 
descending. He had spoken to his roommate of withdrawing his 
acceptanra of the invitation by telephone, but he never got around 
to doing it. Finally, when he was on his way to dinner, a passing 
freight train held him up at a railroad crossing, and he impulsively 
decided to escape from his miserable predicament by boarding ft. 
The onset of somnambulism, which converted his simple flight into 
an hysterical fugue, seems to have followed his taking the decisive 
step of getting on the moving train. As in most cases of hysterical 
fugue, the patient retained nearly all of his ma nip ulatory and loco- 
motory habits, and behaved in general as other adults behaved 
who were reared in the same cultural environment. 
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It is quite possible tbat, had this patient escaped detection as a 
vagrant and lacked the means of self-identification, his fugue 
have led him to acquire new self-reactions and a new vocation 
without his recalling the old, in which case he would be sa id to 
have developed mtdtiple personality. 

Multiple personality 

By multiple personality we mean hysterical autonomy in which, 
as a reaction to need or anxiety, two or more organized systems of 
biosocial behavior develop, with complete amnesia in one system 
for activities of the other, and in the absence of organ or tissue 
pathology adequate to account for the development. In spite of the 
compendious literature on the subject, multiple personality is a 
comparatively rare syndrome, a recent estimate by Taylor and 
Martin placing the total of acceptable cases reported at around one 
hundred fifty It will be found convenient to distinguish be- 
tween two main varieties, alternating personalUy and double per- 
sonality, even though many cases fall into both categories. 

By alternating personality we mean multiple personality in which 
two or more organized systems become dominant, one at a time, 
and each system is amnesic for activities of the other. This mutually 
amnesic variety seems, in most of the cases reported, to develop 
suddenly and at first under conditions of severe stress. As the 
alternation is repeated, however, it tends to occur with greater and 
greater ease and to acquire new excitants, like other learned reac- 
tions. Alternating personality occasionally begins as a fugue, but 
usually it does not. It resembles fugue in that the patient, as he 
passes from one phase to the other, retains fairly adequate respon- 
siveness to the social environment. On the other hand, alternating 
personality resembles hysterical seizure, both in its manner of onset 
and in the mutual interrelationship of amnesia between its alternat- 
ing phases. 

By double personality we mean multiple personality in which 
there is one dominant organized system of behavior with one or 
more subordinate systems, and the dominant system is amnesic for 
activities of the subordinate systems. The dominant system is an 

< W. Taylor and M. Martin, "Multiple personality,” Jour. Abnorm. Soc. 
Paychol., 1944, vol. 39, pp. 281-300. This iurticle contains an excellent bibli- 
ography and a table summarizing the characteristics of seventy-six reported 
cases. ^ 
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incomplete organization because of amnesia which is typically 
sterious and sweeping in character. However, a great deal of what 
is missing from the recall of the dominant system may be recov- 
ered indirectly by employing such techniques as automatic writing 
and hypnosis. The subordinate system is not amnesic for activities 
of the dominant organization. The situation in double personality 
is somewhat analogous to that in hysterical tic, for the subordinate 
behavior system is fragmentary, it may appear simultaneously with 
activities of the dominant system, and because of repression it 
functions as though it did not belong to the person who is the 
patient. 

When indirect techniques are employed in cases of double per- 
sonality, the reactions obtained, which constitute the subordinate 
system, often include comments, criticisms, advice, sympathy and 
derision — all directed toward the behavior of the dominant system 
— as though they referred to another person entirely. This relation- 
ship reminds one forcibly of the critical self-reactions so character- 
istic of dual role-taking in certain compulsive disorders. Indeed, 
some of the reported cases involve so much of the self-punitive, 
self-ridiculing attitude, and betray so many signs of childish imma- 
turity in the subordinate personality,® that we may assume an origin 
for them also in conscience, as we defined it in Chapter 10. Of 
course, the relative lack of anxiety, and the serious amnesia of the 
dominant organization, differentiate double personality clearly 
from compulsive self-criticism. 

Where more than two autonomous systems of biosocial behavior 
develop in multiple personality, certain of them may be mutually 
amnesic, as in alternating personality, while certain others in the 
same patient may be amnesic in one direction but not in the other 
direction, as in double personality. Moreover, the subordinate, sub- 
merged organization of a typical double personality may, while the 
patient is being studied, become suddenly one phase of an alter- 
nating personality. In this case, also, the subordinate system may 
develop little or no amnesia for the dominant system as a result of 
its metamorphosis, but continue to criticize and sometimes to tattle 
on the reactions in the dominant organization. 


5 An interesting example of this may be found in "Sally,” 
ality, as described in Morton Prince s classical work. The 
Personality. New York: Longmans, 1905. 
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Hysterical autonomy in relation to organ and tissue pathology 
When it comes to distinguishing them from the products of organ 
and tissue pathology, the symptoms of hysterical autonomy pose 
the same general problems as do those of hysterical inactivation. 
Indeed, hysterical tremor, cramp and tic often resemble so closely 
the signs of neurological disease that to look anyvs^here but in the 
nervous system for their sources may seem at first glance absurd as 
well as unscientific. Such marked resemblance is, of course, not 
difficult to understand. For, no matter what may start a movement 
off and sustain it, the pattern of the movement will still be deter- 
mined by the origins, insertions, planes of action and nerve supply 
of the synergic group of muscles executing it. This is so whether 
the movement is a direct result of an irritative lesion, a gestural 
response to verbal stimulation from another person, the outcome of 
ones private thinking, or an overt part of otherwise covert fantasy. 
In all four situations the movement may appear identical to an 
observer who lacks the auxiliary inform.ation upon which a differ- 
entiation can be made. 

Although what has been said applies with especial force to 
tremor and cramp, whose patterns are relatively limited in variety, 
it is also true of a great many tics. The spasmodic torticollis, to 
which we have referred, may result from the stimulation provided 
by an irritative lesion of the central nervous system, and still the 
movement may resemble exaggerated aversion and disdain. The 
human being’s direct response to something repulsive near his fa,ce 
is that of hyperextending the neck and rotating or averting tire 
head; other animals, if similarly constructed, make a similar 
coordinated movement under the same circumstances. It is this 
coordinated movement which is thrown into action by certain 
neural lesions. In man the movement becomes a gesture, a lan- 
guage reaction, when it is given in response to stimulation that sub- 
stitutes for something repulsive near the face - for fi x am plp to the 
stimulation of a repulsive word, recall or fantasy. If such a gesture 
becomes autonomous and its original stimulation cannot be re- 
called, as in hysteria, we then have a tic which is like that of 
neurological disease, not only in pattern but also in being beyond 
the patient’s control. 

Hysterical tic, as well as hysterical cramp, may lead eventually 
to irreversible secondary changes in muscle, tendon, ligament and 
even bone. Clonic spasmodic movements, for instance, overexercise 



368 


HYSTERIGKL DISORDBtS 

the muscles and make them hypertrophy. Long-continued tonic 
contractions keep one set of miisdes under tension and its antag- 
onists relaxed, so that the former hypertrophy and the latter 
atrophy. Moreover, the tendons of chronically relaxed muscles may 
undergo progressive shortening which makes normal extension 
eventually impossible. Ligaments in cases of hysterical cramp 
sometimes develop anatomical diickening and form adhesions to 
produce typical contractures, while bones, through long disuse and 
unusud muscular stresses, are likely to undergo rarefaction and 
distortion. Thus, in extreme cases of hysterical autonomy, through 
prolonged disuse or overuse, the machinery of skilled coordination 
beromes irreparably damaged and the end-result is much the same 
as in disorders arising from organ or tissue pathology. 

Hysterical seizures, even though they are regarded from a neuro- 
logical standpoint as pseudo-convulsions, create many diagnostic 
difficulties. They are by no means always as clear-cut, obvious 
role-taking as in our example, nor always as prolonged. Moreover, 
there is a vdde variety of patterns among the convulsive disorders 
of known neuropathological origin, and to complicate matters still 
further, hysterical patients who have witnessed or read carefully 
about any of these may unintentionally give a good reproduction 
of it in their hysterical seizure. Finally, one must never overlook 
the possibility that an hysterical patient, like anyone else, may 
develop convulsions on the basis of concomitant organ or tissue 
pathology, while a neurological patient may react to his difficulties 
by having an hysterical seizure. The same observations hold for 
twilight-state, somnambulism, fugue and mtdtiple personality, nil 
four of which have, for example, been reported as following grand 
mol, severe head injury and blast concussion.® 


BIOSOCIAL BASES OF HYSTERICAL AUTONOMY 

In the preceding chapter we pointed out that the biosocial bases 
of hysterical inactivation are readily discernible in everyday nor- 


®See K. Bowman and A. Blau. "Psychotic states following head and brain 
tajmy in adults and children,” in S. Brock (editor). InfuHet of the Skull 
2«i edition (Baltimore: Williams and Wllldns. 1943)' 
TO. 294-ML E. fugue states,” Jour. Ment. Science, 

1941, vol. 87, pp. S^-599; E. Stengel, Fmther stwUes on pathological wan- 
impulse to wander),” Jour. Ment. Science, 1948. voL 

ov, pp. 224-241. 
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mal behavior. We stated that consequently diere was no need to 
begin our study of hysterical inactivation by turning away fnan 
our natural world to manufacture explanations out of the mythical 
dynamisms of a mythical psyche. The same is true of hysterical 
autonomy. If we ask the question. From what characteristics of 
normal human behavior is hysterical autonomy derived? the answer 
is simply that it is derived from normal autonomy, by which we 
mean the relative isolation of one behavior system from other 
simultaneously active behavior systems. 


Autonomy in normal behavior organization 

There has long been a tendency, especially noticeable in essays 
on human personality, to magnify the importance of unity and in- 
tegrity in biosocial behavior. One result of this overemphasis has 
been to make the obvious disunity and fragmentation of behavior 
in hysterical autonomy seem weird, capricious and altogether un- 
like normal conduct. Actually, however, it is the unusual thing for 
a human being to react all in one piece, to perform one and only 
one grand function. Most of the time he is engaging simultane- 
ously in a diversity of activities, some of which bear little or no 
relationship to others beyond the fact of their occurring in the same 
organism. 

Normal autonomy is at once a reflection of the multiplicity of 
en^^mnental stimulation and an expression of the human organ- 
ism’s extraordinary versatility in dealing with simultaneously pres- 
ent discrete demands. An experienced person can drive a car, react- 
ing continuously to the demands of steering, and intermittently to 
traflSc, road signs and pedestrians, while he keeps up a r unning con- 
versation with a companion or listens to the radio and daydreams. 
Almost any housewife is able to stir food cooking on the stove and 
fasten a loose strand of hair with her other hand, while she listens 
to a radio drama and watches her child at play in the yard. Some 
of these activities can be reported by the auto driver or the house- 
wife while some cannot. 

It was once fashionable to ascribe reportable activities to the 
cerebral cortex or to the conscious mind, and umeportable activ- 
ities to subcortical structures or to the unconscious TniT.,1, But tiiere 
is no support for this dichotomy, either in the character of the re- 
actions involved or in the physiology of the central nervous sys- 
tem. The unreportable overt act, word or thought - whether for- 
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gotten because unimportant or. repressed because of need and anxi- 
ety -is behavior in the same sense as is the reportable; and as for 
die nervous system, everything we know about it speaks against 
the identification of conscious with cortical and subconscious with 
subcortical^ 

The general principle of behavior autonomy was, of course, im- 
plicit in our earlier exposition of personality development and be- 
havior organization, and in our discussion of emotion, symbolic 
behavior, role-taking and self-reactions. It was somewhat more 
explicit in the account of self-control and self-criticism with which 
we introduced the bases of the compulsive disorders. From what 
has already been said in these presentations, it must be evident 
that autonomous behavior is a product of learning, and that it im- 
proves with practice, tends to generalize and acquires new excitants. 
Moreover, autonomous behavior normally occurs without arousing 
self-reactions to it, so that during and after its performance, the 
autonomous act may remain inaccessible or, as we say in popular 
speech, “unconscious.” 


Indeed, in many skilled acts autonomy is an essential condition 
for optimal performance. We need only mention the highly com- 
plex behavior involved in typewriting from copy. Here the activity 
depends not only upon retinal stimulation, but also upon coordi- 
nated eye-movements, intraocular adjustments and the maintenance 
of a particular posture. The intricate play of finger, hand and wrist 
movements must be continually changing in response to retinal, 
proprioceptive and auditory stimulation. Yet, in the presence of 
such widespread and complex involvement, it is a well-known fact 
that the experienced typist finds irrelevant daydreaming a definite 
aid in sustaining speed and accuracy. For these two activities, 
typing from copy and daydreaming, to progress smoothly — each 
autonomous with regard to the other, and^ both unquestionably 
sharing the same organism and the same cerebral cortex — it is only 
necessary that neither one become dominant. Should difficulties 
arise because of defect in the manuscript or in the machine, the 
daydream is immediately interrupted; should the daydreaming raise 
disturbing conflicts, the typewriting suffers. Autonomy, then, is a 


1 ^® discussion in J. Masserman, Principles of Dynamic Psychiatru 
(Philadelpba: Saunders, 1946), pp. 16-17. Also R. Grinker, “HypotLlamic 
m psychosomatic interrelationships,” Psychosom. Med,, 1939, vol. 1 
neurologic aspects of psychiatry,” Jour, Amer. 
Med, Assn,, 1938, vol. Ill, pp. 665-668. 
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normal cbaracteristic of ordinary behavior and is often necessary 
for the smooth performance of well-practiced, skilled acts, even 
though such acts involve continually varying complex adjustments 
within them. 

When the autonomous movement that appears in normal be- 
havior is fragmentary and seems unrelated to or contradicts the 
context, we can infer the occurrence of incomplete repression, just 
as m the case of autonomous hysterical fragments. This is most 
obvious in situations which compel an individual to take a role in 
public that runs counter to certain of his strongly emotional atti- 
tudes. The person, for example, who is obliged by custom to 
congratulate his successful rival publicly after losing a vitally im- 
portant contest may not recognize an incompletely repressed ten- 
dency to strangle him. But a close observer notices the loser’s 
stffly restrained posture, a trace of pain or snarl in his smile, or a 
tightly clenched left fist that does not match the friendly clasp of 
his other hand. 

The point of importance to an understanding of the hysterical 
fragment is that these normal dissident behavior fragments — the 
postural stiffness, the tight or curled lip and the clenched left fist 
- are the incompletely repressed remnants of an otherwise aban- 
doned role. The vanquished, in his moment of frustration arid 
public humiliation, does actually take the required role of the good 
loser, but he does not succeed in eradicating all traces of ’ the per- 
sisting combatant role. These traces continue in his behavior out 
of the shared social context and along with the responses belong- 
ing to his official, dominant role which the situation elicits. The 
clenched fist, for example, is the normal beginning of a blow which, 
under different circumstances, a man might give his opponent for 
defeating him — as untrained children often do. In this sense, it is 
a symbol of the taboo reaction of aggression which has been pub- 
licly rejected and disowned in the friendly handclasp. The unsuc- 
cessful contestant is not likely to react to these fragments, to iden- 
tify them or to recognize what they signify, any more than patients 
do in relation to hysterical symptoms. Indeed, were the stiffness, 
the lip response or the clenched fist to persist as a cramp or recur 
as a tic, we should not hesitate to call the fragmentaiy reaction 
hysterical autonomy. 

Hysterical autonomy as biosocial behavior 
By now it has become clear that the biosocial behavior matrix. 
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from which develop the symptoms of hysterical autonomy, is to 
be found in normal autonomy with which we are all familiar. 
Hysterical autonomy, like hysterical inactivation, is biosocial be- 
havior which cannot be made intelligible if its investigation is 
limited to a study of the organism in isolation. The autonomous 
symptom says something to the person who understands its back- 
ground, its evolution and its significance in the patient’s life. If the 
symptom is a fragment — as in tremor, cramp or tic — it is the frag- 
mrat of a biosocial act, and not merely a coordinated contraction. 
K it is a phase or episode - as in hysterical seizure and fugue - it 
is a biosocial phase or episode, with a background in the patient’s 
interpersonal relationships from which it derives its meaning. 

The oyerexclusion in hysterical autonomy, like that in hysterical 
inactiyation, is a form of inadequate repression. The repression in 
hysterical autonomy, however, instead of being overcomplete is 
always in some way incomplete. Indeed, as we have seen, the 
autonomous symptom in tremor, cramp and tic is the fragmentary 
remnant or substitute which is left over from an otherwise repressed 
episode. The patient has succeeded in repressing enough of the 
anticipant and supporting attitude to deprive the response of bio- 
social meaning in his life, but he has not succeeded in repressing 
the whole reaction. As a result, whatever might formerly have 
elicited the intact tension-producing reaction now elicits only the 
residual fragment or fragmentary substitute. Through this subtotal 
repression of anticipant and supporting altitudes the patient loses 
control of the symptom, and this helps to explain the effects of 
therapeutic measures which rearouse the repressed attitudes in the 
patient’s behavior organization. For if he completely recovers the 
anticipant and supporting attitudes, he regains control of the auton- 
omous symptom belonging to them. 

Repression is also incomplete in hysterical seizure, somnambulism 
and fugue. But here the patient, instead of eriiibiting residual 
^gments as his ^mptom, develops autonomous episodes or phases 
in which either all of a repressed role is present or all of it is ab- 
sent. The repression, in short, is an all-or-nothing affair. In seizure, 
for example, the episode that is kept repressed most of the time 
consists of a closely integrated succession of related acts, which 
intei^ttently supplants and excludes in its turn die previously 
dominant rde. It makes no essential difference in the outcome 
what terminates the repression and starts the seizure — whether in- 
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creased stress, fatigue, Ae facilitating suggestion from another per- 
son or the patient’s own daydreaming. Once the recall begins in 
overt pantomime, all response to the social context is inhibi te d , and 
the se(]uence develops wholly in terms of its supporting fantasy 
context. The patient in the seizure is then socially inaccessible in 
the same sense that a normal person, while he is dreaming, may be 
unresponsive to social stimulation. 

This overexclusion of response to the social contest during hyster- 
ical seizure has its homologue also in the waking h'fe of nn yrngl 
individuals. The person who, for example, becomes enraged, sexu- 
ally aroused or extremely frightened may develop a behavior 
sequence that goes on irresistibly to completion. While this be- 
havior sequence lasts, the person is relatively inaccessible to inter- 
ruption from others, and the controlling self-reactions usually 
characteristic of him are absent. We say he is “not himselT or 
beside himself.” ilhere is usually discernible also a certain degree 
of behavior discontinuity which appears to involve a discontinuity 
in repression. A person may go into a normal emotional episode 
quite suddenly, remain more or less unresponsive to social stimu- 
lation while the attack lasts, and afterwards resume his usual role. 
Sometimes, when his emotional storm has subsided, he cannot recall 
what he has done, and is genuinely incredulous when others tell 
him. The similarities to hysterical seizure are unmistakable. 

Both the normal emotional storm and the hysterical seizure share 
their common characteristic of irresistible sequence vdth the recur- 
rent compulsive crisis which we discussed in CSiapter 10. The com- 
pulsive patient, it will be recalled, grows increasingly resistant to 
interference with the performance of his ritual as his emotional 
tensions me. Once the episode gets under way, particularly in 
self-punitive and anti-social compulsions, the patient may also be- 
come reckless of consequences; and after the crisis has passed, he is 
at a loss to account for what he has done and often shows partial 
amnesia for his behavior. It is dear that, as far as the irresistibility 
and emotionality of ongoing sequences are concerned, the recurrent 
compulsive ritual has much in common with the recurrent hysterical 
seizure. 

In stressing these similarities between compulsive and autonomous 
hysterical reactions, however, we must not lose sight of the equally 
important differences. It is true that both the compulsive patient in 
hi? ritual and the hysterical patient in his seizure suffer a recurrent 
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loss of inhibition, but there is a fundamental difFerence in what the 
loss of inhibition involves. The compulsive loses his ability to in- 
hibit repetition of the ritual, but in giving in to it he does not recall, 
in pantomime or in any other way, the original anxiety excitants! 
In hysterical seizure, as we have seen, there is recall in a re-enact- 
ment of the repressed anxiety-inducing behavior. On the other 
hand, the hysterical patient when the seizure phase is over has 
complete amnesia for it, whereas the compulsive sufFers no amnesia 
at any time for the fact or for the character of his ritual. 

Furthermore, the intense emotional reaction so characteristic of 
the compulsive ritual is a displaced emotional reaction, for the 
ritual is a form of substitutive behavior which has developed orig- 
inally in response to some still repressed anxiety excitant. In hyster- 
ical seizure, on the other hand, the profound emotionality belongs 
to the patient’s recall of a repressed episode and is therefore direct- 
ly appropriate to it. And finally, in compulsive crises the degree of 
behavior discontinuity and unresponsiveness to the social context 
is decide^y less than in hysterical seizures. This difFerence is prob- 
ably correlated with the fact that the emotional crisis in compul- 
sion does not occur with a complete return of the repressed, where- 
as in hysterical seizure it does. For we have pointed out that the 
dramatic discontinuity in shared social behavior, and the accom- 
panying social unresponsiveness, are in hysterical seizure a product 
of a sudden failure in repression. 

We have indicated earlier that in hysterical somnambulism and 
fugue, the symptomatic or attack phase replaces a previously dom- 
inant role, as it does also in hysterical seizure. There is, however, 
this important difference: that reactions in terms of the social con- 
text are not nearly so drastically excluded by the developing re- 
pression. In consequence, the general behavior of a somnambulistic 
patient — particularly in the fugue — is apt to be much more effec- 
tive and appropriate than that of the seizure patient in an attack. 

It is true that the exclusion of self-identifying and vocational be- 
havior hrom the somnambulistic or fugue role prevents the patient 
from reacting to a great deal of his social environment, but his con- 
tinued responsiveness to the rest of it allows him to develop new 
culturally defined roles out of his remaining social skills. 

. ■ In multiple personality the characteristics of the repression differ 
in the two chief varieties. The situation in alternating personality 
is in certain respects like that in hysterical seizure, as we have said 
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earlier. There is the all-or-nothing operation of the repressive ttech- 
nique; one phase is present or the other is; no compromise appears. 
The transition is abrupt, with discontinuity of the social beh^ior in 
one phase when the other becomes dominant. Each phase is am- 
nesic for the other. Of course, in alternating personality neither 
phase is a simple recall pantomime, and in both phases behavior 
takes the social context into account much more adequately than in 
seizure phases. Repression in double personality is less apt to show 
the phasic character of seizures and alternating personality. The 
incompleteness of repression, which we have earlier compared to 
that of hysterical tic, is revealed in the autonomous self-reactions 
which, together with repressed recall, constitute the subordinate 
organization. 


BIOSOCIAL DETERMINANTS OF HYSTERICAL INACTIVATION AND 

AUTONOMY 

The hysterical patient, like the compulsive, was at one time sup- 
posed to belong to a peculiar class of human beings. Individuals 
in this class were thought to begin life with an inherited 
“hysterical constitution” which left them susceptible to the de- 
velopment of hysterical inactivation and autonomy. Such as- 
sumptions are, of course, part of the hypothesis generally ac- 
cepted in the nineteenth century that persons developing be- 
havior disorders did so because they were constitutionally inferior. 
This hypothesis appears deceptively simple and comforting. 
It says, in effect, that people are different as adults because they 
were born different. Its principal defects are that it virtually ignores 
the whole period of biosocial development from birth to maturity, 
that it encourages students in the field to regard the question of 
individual susceptibility a settled one, instead of one in great need 
of investigation from all directions, and that it has so far proved 
resistant to test and relatively unfruitful. 

From what has been said in this and the preceding chapter, the 
hypothesis seems more tenable and scientifically more promising 
that most, if not all, human beings have in their behavior repertory 
the bases from which develop hysterical inactivation and autonomy. 
This assumption neither excludes the possibility that adequate evi- 
dence may be found in support of biological inheritance as one of 
the determining factors, nor diverts our attention from the 
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of general cultural differences and specific cMdhood inflnannac 
about which a great deal more is known today than half a century 
ago. But if we adopt this as our preferred hypothesis, we must pay 
for its advantages by facing at once the incontrovertible fact 
relatively few individuals actually do develop an hysterical dis- 
order as their way out of personal difficulty. Why is tt, then, that 
certain ‘persons show relative ease in developing persistent hyster- 
ical symptoms as a reaction to need or anxiety, while others exposed 
to comparable stress and strain do not? In other words, who are ihe 
hysteria-prone, and what factors in their acquired behavior orgait- 
ization seem to predispose them to develop hysterical inactivation 
and autonomy? 

Adoption of the prevailing pattern 

One important source of differences in individual susceptibility 
seems to result from cultural differences in credulity. We have 
said that major hysterical disorders are most commonly encountered 
in an atmosphere of ignorance, naivety and superstitution. A 
reared by adults who are uninformed, credulous and superstitious 
about human physiology and human behavior is more likely to 
acquire hysterical symptoms, other things being equal, than is a 
child whose elders are in this respect sophisticated and informed. 
For the first step in developing an hysterical symptom is the accept- 
ance of normal inactivation or autonomy as evidence of an imper- 
sonal disease or disability, as a strange visitation or as a sign of 
magical powers. If a person learns in childhood to accept hysterical 
symptom, sudden visitation and miraculous cure in this light, he 
wiU have acquired the first prerequisite for developing a major 
hysteri^ disorder— unquestioning credulity, or, as it is usually 
called in this connection, hyper suggestibility. 

Even without such a cultural background, a child may develop 
hypersuggestibility to his own inactivation or autonomy on the basis 
provided him by a parental model. For example, the child whose 
parent has hysterical symptoms may exhibit similar complaints in 
childhood or adulthood, and thus give the superficial impression of 
being a victim of biological rather than cultural inheritance. The 
parent who is given to exaggeration and emotional display in con- 
trolling the home environment, even though devoid of hysterical 
symptomatology, may xmwittingly provide his child with attitudes 
and tedmiques that result secondarily in hysterical disorder. Chil- 



HYSTBUCAL DISORDERS 377 

dren m prolonged contact with a seriously handicapped individual 
sometimes develop hysterical symptoms on this basis. For whether 
the handicap is itself hysterical or not, the behavior of the disabled 
person may provide the child with attitudes and techniques tiiat 
leave him more vulnerable than the average to hysterical role-takine 
later in life. ® 

Childhood training in social immaturity 
Children whose elders provide Aem with no models of hysterical 
behavior, or of behavior favoring hysterical developments, can 
nevertheless be so trained in social immaturity that they become as 
susceptible as though a model had been given them. Parental anxi- 
ety and oversolicitude may, for example, lead a child to develop 
disabling hysterical symptoms in the same way that th^ lead 
children to develop h)^ochondriacal overconcem and fatigue syn- 
dromes. If a specific disability or an autonomous symptom 
a child to avoid effort, responsibility and punishment, or merely 
keeps him in the focus of attention as something unusual — like 
our schoolboy — he is likely to develop such a reaction as a pre- 
ferred adjustive technique. If his parents accept the reaction as 
the basis for exemption and privffege, the child will also accept it, 
and in his adult life he will expect others to treat similar manifes- 
tations in him with comparable respect and consideration. 

It is customary to point out that many hysterical patients seem 
to be playing for audience-effect in a shallow, insincere, thpatn'cal 
and egotistical manner. But this clinical name-calling, however 
accurate it may be, must not divert us from the fact that such be- 
havior has a background and represents a di£5culty. An excessive 
need to hold the center of the stage, to impress others and gain 
Aeir emotional support is always a difBculty; and its background 
is frequently in a childhood spent with an overprotective, indulgent 
parent, such as we described in Chapter 2. A child so reared devel- 
ops the expectation that he will be noticed, admired and applauded 
for everything he does; if his expectation is not met, he caimot help 
being dissatisfied and uneasy. To be treated as just one of the 
CTowd, without special attention and praise, means to him thaf he 
is considered a nobody, that he is rejected or even actively dis- 
criminated against and disl iV^^l, 

Hence it is that the roles taken by adolescents and adults with 
such a childhood background are carried through rather for audi- 
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f ^ce-effect — for the satisfaction of being considered unusual and 
^portant—than for satisfaction in the role-taking itself. Work, 
teisure and recreation become opportunities for seeking applause 
and ftus satisfying needs that cannot otherwise be met. The 
socially immature techniques involved in seeking continual audience- 
support are closely related to hysterical symptom display. 

We know, now, that symptoms of hysterical inactivation and 
autonomy are derived under conditions of unusual need or anxiety 
from their normal counterparts. The unhappy, dissatisfied or 
frightened person who notices momentary inactivation or autonomy 
in his behavior may be impressed by it, and reinforce it through 
his own self-reactions to it. If others are also impressed, his need 
for their attention and sympathy may lead to the persistence of his 
response as an hysterical symptom. And if in this way he at last 
achieves the satisfactions he so strongly needs, we can understand 
his self-attitude of unconcern toward the symptom — Janet’s la belle 
indifference.^ 

The domineering, overprotective parent, unlike the indulgent, 
admiring parent we have just discussed, does not allow anyone else 
to hold &e center of the stage, for he has the need himself always 
to hold it. Nevertheless, his child may also be trained in the tech- 
niques of social immaturity and dependence, which leave him 
vulnerable as an adult to the development of hysterical disorders. 
The dominated child learns that for him there is but one great com- 
mandment, Whatsoever thou doest, see that it please thy parent, 
the giver and denier. He finds that the only way he can secure his 
satisfactions and avoid intolerable anxiety, rejection and retaliation 
is to behave always in such a way as to elicit signs of parental ap- 
proval and acceptance. He is schooled to watch for these signs in 
everything he does, to wait expectantly for them, and to feel com- 
forted and secure when they appear. Acquired reactions such as 
these generalize, of course, from parent or parent-substitute to 
other adults and to the, child’s contemporaries. Once established, 
they tend to persist as habitual techniques even though they may 
be relatively ineffectual.® 

8 Compare the account given of paratroopers in R. Grinker and T. Spiegel 

Men Under Stress (Philadelphia: Blakiston, 1945), pp. 104-105. ° 

9 An important factor in the production of telegraphers’ cramp, for instance, 
is the continual presence of a potential critic at the other end of the line.’ 
See M. Smith, M. Culpin and E. Farmer, “A study of telegraphists’ cramp ” 
Industrial Fatigue Research Board, 1927, No. 43, pp. 15-19. 
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In this way the child develops through his training in submission, 
not only a need to subordinate himself, but also an expectation of 
receiving in return the protective acceptance, approval and a£Fec- 
tion with which his parent has rewarded his dependent ways. Of 
course, such a child, in growing to adulthood, may give up this 
dependence and submission. But if for any reason he is temporarily 
incapacitated so that he is placed in a dependent relationship with 
other persons, he is much more likely than the average person to 
develop symptoms that prolong or pei'petuate his incapacity. Thus, 
in the end the person who has been trained to need sheltering afFec- 
tion, and who is most secure in a subordinate relationship, may 
exhibit the same hysterical symptomatology as the person needing 
to be in the spotlight as an unusual individual deserving prom- 
inence. The submissive patient’s self-attitude toward his symptom, 
if it leads to a reduction in his need or anxiety, will as we might 
expect be also one of satisfaction or unconcern — again, la beUe 
indifference. 

It would be a mistake to suppose, however, that only those 
children whose parents are oversolicitous or overprotective become 
hysterical adults. As we pointed out in Chapter 6, neglected and 
rejected children also develop exaggerated attention-getting tech- 
niques, and carry these into their adulthood along with the other 
social skills they learn in childhood. Habitual insecurity and ex- 
cessive need leave such individuals similarly vulnerable to the 
development of hysterical symptoms if the symptoms allay anxiety 
and bring them satisfaction. Likewise, adults whose childhood 
includes neither oversolicitude, overprotection, neglect nor rejec- 
tion, may nevertheless develop the same symptoms, on similar 
grounds. If for any reason they have, as adults, enjoyed great ad- 
miration or deference, special privilege or a comfortable, protected 
status, and the conditions upon which these depend are suddenly 
swept away, only their own informed or skeptical attitude may 
stand between them and a major hysterical disorder. 

We come now to the part played by excessive daydre amin g in 
hysteria. As a source of need-satisfaction, daydreaming becomes of 
the greatest significance when other sources are not available. Thus, 
the child of domineering, denying or rejecting parents, who reduce 
his activities and deprive him of the acceptance and reassurance 
he must have, frequently is driven to daydreaming for his chief 
satisfactions. In his daydreams he gives himself the things he needs 
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-reassurance and acceptance, freedom of movement, security and 
importance. In them he also learns that acts may be fantasied and 
situations manipulated fearlessly in scene or symbol which, were 
he to try carrying them out in overt shared behavior, would be 
severely punished. Provided that he does it all in daydreaming, 
the child finds he can be good in ways of his own rbnnsing^ 
he can be strong and proud of it, or bad and enjoy it. 

Of course, if the recall of such covert behavior, when the child 
is with other persons, leads to guilt and anxiety reactions in him, 
he is likely to repress it until he is alone again and the opportunity 
comes for indulgence. In this manner, a child may develop a well- 
practiced fantasy life, which is reserved for private use, and a pub- 
lic shared social life in which his private fantasies have no place. 
This situation is a normal forerunner of certain hysterical develop- 
ments, particularly amnesia and the autonomous breaks in the 
continuity of shared social behavior which we encountered in 
seizure, somnambulism, fugue and multiple personality. 

Influence of illness and injury 

Illness and injury predispose some individuals to develop hyster- 
ical inactivation or autonomy in the same general way that they 
lead others to develop hypochondriacal disorders or fatigue syn- 
dromes. The incapacitated person, as we pointed out in Chapter 7, 
is a dependent person. For the individual who has long had unsatis- 
fied needs to be in a dependent relationship to someone, an in- 
capacitating illness or injury carries with it special hazards which 
the patient is unlikely to recognize. 

There are endless opportunities for developing hysterical symp- 
toms if one is prepared to accept inactivation or autonomy as evi- 
dence of disease or defect. For example, any bedridden patient is 
likely to produce a transitory numbness and weakness in an arm 
by Ijdng on it while he is asleep. Under conditions of unusual need 
or anxiety the patient may immediately accept his symptoms as 
evidence of paralysis, and lose the use of his arm. His faith has 
made him ill. Fracture patients occasionally present the same clin- 
ical problem when a cast is removed. Even though the part is 
neurologically and rontgenologically normal it cannot be moved. 
Likewise, convalescent patients when they first get up ma y be 
unable to support their weight even though physical examination 
reveals no justification for the weakness. While Ae need to be sick 
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dominates his behavior, the convalescent patient will continue un- 
able to stand and walk; if his need can be abated, his legs will 
quickly recover. ° 

We have already indicated the frequent origin of tremor and 
cramp in occupational inju^ or fatigue; anesthesias and paralyses, 
aphonia, mutism, amblyopia and amaurosis often begin in com- 
parable ways. For example, a person suffers a minor industrial, 
domestic or street accident which results in pain, numbness and 
temporary impairment of movement, speech or vision. If the acci- 
dent frightens a person badly, his reaction to such symptoms may 
intensify and perpetuate them. To this the excitement, anxiety or 
indignation of other persons also contributes - at the scene of the 
accident and in the inevitable discussions afterwards, when there 
is the usual talk of disabling injuries to others, of financial com- 
pensation and revenge. 

Catastrophic situations in war and peace have similar results. 

A man is thrown to the ground under terrifying circumstances, 
buried under debris, trapped or pinned down by wreckage; and 
afterwards he finds he cannot walk, use an arm or see, even though 
the organs and parts involved — as organs and parts — • are normal. 
Hysterical amnesia, seizures, fugues and even multiple personality 
may begin with an illness or injury which provides the patient with 
a pattern for the adjustive technique he needs. 

Hysterical disorders as adjustive techniques 

Hysterical disorders, no matter how maladaptive they may 
eventually prove to be, are by definition adjustive techniques, since 
they reduce or dispose of the tensions of need and anxiety. Hyster- 
ical symptoms are often developed and used aggressively against 
other persons as spite reactions in which the patient, through his 
disability, is able to deprive others of their freedom of action and 
their opportunities for relaxation and pleasure. Symptoms are 
sometimes developed and used aggressively by a patient in relation 
to himself. Thus, through his disability a patient may punish his 
own guilt by barring himself from many rewarding activities. More 
commonly, however, the hysterical symptom is developed and used 
primarily as a technique of withdrawal or escape, as indeed we 
have already seen. 

See the report on Dunkirk evacuees by W. Sargent and E. Slater. “Acute 
war neuroses," Lancet, 1940, part 2, pp. 1-2. 
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Throughout our discussion of hysterical disorders the use of 
symptoms as an attention-getting technique has been obvious. The 
patient, without necessarily planning it or recognizing what he is 
doing, makes himself the focus of other persons’ reactions through 
developing his symptoms. What usually happens is that inactiva- 
tion or autonomy occurs in response to a specific situation, which 
may not be related to the patient’s difficulties.^ The patient, how- 
ever, because of intense need or anxiety at the time reacts to the 
change as to something of special significance, and leads others to 
react in the same way. A similar development is frequently seen on 
the wards of general hospitals. K the patient gains in personal sig- 
nificance by displaying symptoms to physicians on rounds, to nurses 
and students, to other patients and visitors, his symptoms may mul- 
tiply and persist as hysterical inactivation or autonomy. 

Hysterical symptoms also develop on the basis of identification, 
the patient reacting to the characteristics and status of a sick or 
handicapped person as though they were his own. He adopts, in 
other words, some part of the role of an envied or emulated per- 
sonage— an invalid sibling, parent or spouse, for example, or a 
martyr, a hero or a saint — and includes in what he adopts the 
disability from which that personage suffered. Hysterical symptoms 
are compensatory in function when they substitute for some other 
need-satisfaction sequence. For example, a patient may seek and 
accept care and privilege on the basis of an hysterical disability, 
in place of love and protection on the basis of sexual desirability. 
The same general principle applies to achievement in non-sexual 
fields; the patient gains satisfaction from the needs presented by 
his hysterical disorder which substitutes for other unattained satis- 
factions. The use of hysterical symptoms as rationalization has al- 
ready been sufficiently discussed, particularly in relation to occu- 
pationd tremor and cramp. As we said in Chapter 6, hysterical 
disabilities may in this respect be compared with sign language 
and sometimes even with speech in what they symbolically repre- 
sent. But more often than not the patient cannot recognize, through 
his own self-reactions, what it is that his symptoms indicate. 

Hysterical symptoms quite commonly serve to insulate the 
patient; that is, to render him or his reactions relatively inaccessible 
to tile behavior of other persons. This is achieved in hysterical 

“E. Wolff and G. Lachmann, “Hysterical blindness in children: a report 
of two cases, Amer. Jour. Dig. CltOd., 1938, vol. 55, pp. 743-749. 
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inactivation through the development of a persistent reaction- 
insensitivity, as a reaction to need or anxiety. Anesthesias and pa- 
ralyses, for instance, render the patient inaccessible to certain iHndg 
or sources of stimulation by others, and sweeping amnesias TnaVf. 
him inaccessible to past events through eliminating his recall of 
them. In hysterical autonomy certain restricted behavior — such as 
in tremor, cramp and tic — becomes inaccessible to the behavior of 
other persons as well as beyond the patient’s control. The patient 
in such phasic or episodic autonomous reactions as somnambulism, 
fugue and multiple personality, may become wholly inaccessible as 
a social person to the behavior of certain other individuals. Finally, 
we have seen how insulated is the patient in hysterical seizure; by 
acting out a dramatic role in his fantasy context he puts himcif 
out of everybody s reach. 

The use of hysterical symptoms as negativism follows along sim- 
ilar lines. Participation in activities with other persons is made 
impossible by the development of inhibitory and autonomous reac- 
tions which are opposed to those demanded by shared social situ- 
ations. We have already pointed to the regressive character of 
some hysterical symptom development. Persons accustomed in 
childhood to receive special consideration, aflFection or exemption 
by exhibiting signs of disability or forgetfulness may in adult life 
revert to these immature, but once successful techniques (habit- 
regression). Reversion to this technique rather than to some other 
is frequently the result of long practice in childhood, or of involve- 
ment of the technique in important childhood emotional satisfac- 
tions (habit-fixation). In adulthood the regressive relationships 
inevitably set up by injury, illness, poverty, prolonged idleness or 
arbitrary discipline may favor the development of hysterical symp- 
toms also. The important part played by repression and fantasy in 
the development and perpetuation of hysterical disorders has been 
discussed earlier in this chapter and in the preceding one. 


HYSTERICAL DISORDERS AND MALINGERING 

We began our consideration of hysterical disorders in Chapter 11 
by observing that hysterical patients are always in danger of being 
misjudged as frauds. Throughout our discussion of the varieties of 
hysterical inactivation and autonomy this point has come up, again 
and again, because there is no differentiation more difficult to estab- 
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lish flian that between hysterical symptom and malingering. The 
reasons for diis are obvious. The motivation that we extract from 
the tehavioral relationships may be identical in die two biosocial 
reactions — that is, both are adjustive techniques which are devel- 
oped and used in the same situations. Moreover, hysterical dis- 
order and malingering have many characteristics in onmni n n , as 
we have already indicated, and both may be present in behavior at 
the same time. The patient may, for example, deliberately dupe 
others by tampering with his thermometer, in order to persuade 
them of the verity of an hysterical disorder in which he himself 
believe. Or the patient may begin by pretending that he is dis- 
abled in some way and end up by convincing himself of it, thus 
falling into the trap that he had set for others. 

No matter what symptoms are being investigated, the difieren- 
tiation between hysteria and malingering must finally rest upon the 
criterion of self-deception. If the patient accepts and believes in 
his symptom as evidence of disability or disease, we must accept 
and believe in him as an hysterical patient; if he does not, we must 
consider him a malingerer. The trouble is that, while diere are 
many cases which are either one or the other, there are many others 
in which pretense and self-deception are so intermingled as to make 
clear distinction impossible.^ It is frequently said, for instance, 
that in malingering the patient resents being examined and that his 
sjraptomatology is apt to be unstable, inconsistent and subject to 
bizarre modifications induced by deliberate suggestions on the ex- 
aminers part. But all of these characteristics of malingering can 
also be found in the patient, who is indubitably hysterical, but feels 
unjustly suspected and overplays his hand in defense of his own 
convictions. Indeed, a distinction can sometimes be made only by 
watching the course and outcome of therapy. For whether a patient 
is considered hysterical or a malingerer he stands in need of thera- 
peutic help. 


HYSTERICAL DISORDERS IN REUTION TO OTHER BEHAVIOR DISORDERS 

We have said elsewhere tiiat it is typical of foe patient suffering 
from hysterical inactivation or autonomy to be relatively or com- 


“ D. and C. Gall, in a study of amnesia, state that the difference 

between hysterical amnesia and malingering is only one of degree, "Psvcho- 

genlc a^esia: the refusal to remember,” Jour. Ment, Science, 1944, vol, W. 
pp. 511-531. ? vw, 
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pletely unconcerned over his serious disability. This attitude, in 
addition to the more detailed symptomatology, differentiates hyster- 
ical from hypochondriacal disorders. For the hypochondriacal 
patient is characteristically overconcerned, and he is frequently 
TOnvinced that organs or parts of his body are diseased or function- 
ing defectively when they appear normal to clinical oxamin atin n . 
A further distinction rests upon the degree to which biosocial be- 
havior is implicated in the chief complaint. In hysteria the activ- 
ities affected by the complaint are primarily social activities, where- 
as in hypochondria the patient’s emphases are primarily upon a 
supposed disease of some internal organ or system at a physio- 
logical level. Hypochondriacal preoccupation is often a substitu- 
tion of visceral interest for personal dissatisfaction or conflict. Hys- 
terical symptoms are less a substitution of disease interest for dis- 
satisfaction and conflict than they are a demonstration, to the 
patient himself and others, that the activities involved in conflict 
are absent {inactivation) or out of the patient’s control {autonomy), 
and in either case outside his range of responsibility. 

In the fatigue syndrome there is not the specificity of complaint 
which characterizes hysterical disorders, and the attitude of the 
chronically fatigued patient is typically one of overconcem — more 
like that seen in hypochondriacal disorders than in hysterical. The 
distinction between hysteria and anxiety disorders is not difiBcult to 
make in well-developed cases, since the hysterical symptom is 
fundamentally an adaptive reaction to the tensions of anxiety or 
need. However, it is not uncommon for this adaptation to be in- 
completely successful, with the result that anxiety symptoms will 
be found in company with hysterical symptoms, sometimes one 
group and sometimes the other dominating the clinical picture. 

Although there are many points of similarity between the be- 
havior pathology of hysterical and compulsive disorders, the dis- 
tinction between them is usually not difficult to make. Hysterical 
disorders lack the successive phases of mounting anxiety, indul- 
gence in ritual and transient relief, so characteristic of the compul- 
sive syndrome. Both are reactions to anxiety and both primarily 
involve serious disturbances in social behavior; but the 
employed in one differ fundamentally from those employed in tiie 
other hence the contrasting attitudes one finds between them. 
The compulsive is, so to speak, a frightened man who prays in a 
lightning storm to keep from being hit, whereas the hysteric is a 
man who solves the same problem by going blind. 
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The distinction between hysterical tic and the so-called “psychas- 
thenic tic” or “compulsive tic” deserves our special attention. We 
do not consider a repetitive movement to be hysterical unless it is 
an isolated behavior fragment which is out of keeping with the 
shared environmental context, and develops as a reaction to need 
or anxiety. The hysterical tic is a recurrent symptom, it is true, but 
it does not develop as the end-point in repeated episodes of mount- 
ing anxiety; and the patient does not report that he is alternately 
resisting and giving in to it. As far as the term “compulsive tic” 
and its older synonym psychasthenic tic” are concerned, it seems 
best to avoid their use entirely in the interest of clarity, reserving 
the term tic for hysterical autonomy. 

We have said earlier, in discussing obsessions, that we do not call 
a repetitive movement compulsive unless it is a direct reaction to 
recurrent phases of mounting anxiety which brings the patient im- 
mediate though transient relief. In other words, it is wisest to be 
sparing in the use of hysterical and compulsive as applied to repeti- 
tive movement. Repetition is, after all, a common normal phenom- 
enon, and repetitions that are strictly neither hysterical nor com- 
pulsive occur in other behavior disorders, particularly in schizo- 
phrenia. 

In clear-cut cases, the distinction between hysterical and schizo- 
prenic disorders is seldom a serious problem. Hysterical inactiva- 
tion and autonomy are adjustive techniques which operate by over- 
exclusion. The hysterical patient, through the process of eliminat- 
ing the reactions with which he cannot cope, succeeds in preserving 
his behavior organization otherwise. The schizophrenic patient 
shows overinclusion and, as one consequence of this, he is unable 
to preserve a workable organization of his biosocial behavior. As 
we shall see in Chapter 15, reactions which are incongruous, inap- 
propriate and contradictory develop in response to so many shared 
situations that the schizophrenic patient characteristically becomes 
unable to get along in any but a restricted, protective environment. 
The hysterical patient, even when he is suffering from diurnal som- 
nambulism, fugue or multiple personality, exhibits a remarkable 
ability to make use of his environment in an organized fashion. The 
schizophrenic patient with comparable involvement is virtually 
helpless in a normally complete biosocial environment. 

In spite of what has just been said, the task of differentiating be- 
tween hysterical and schizophrenic disorders is often an exceed- 
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ingly difficult one, because they are often by no means clear-cut, 
and sometimes it cannot be achieved to everyone’s satisfaction. We 
do not, for example, have adequate criteria of early disorganizatibn; 
people are vague and dreamy iii beginning schizophrenia, we say, 
but so are a great many hysterical patients. The gesture and pos- 
ture language of hysterical inactivation and autonomy, as we have 
pointed out, has its counterpart in schizophrenic symbolismj hys^- 
i'cal tic and schizophrenic stereotypy are undoubtedly related 
phenomena. Except for its marked phasic character, even the hys- 
terical seizure and its aftermath remind one of the peculiar rcfe- 
taking, preoccupation and passivity often found in schizophrej^. 
In schizophrenia we shall also meet aphonia and mutism, anore^a, 
and anesthesias as complete as in hysterical inactivation. What we 
do not find in typical schizophrenia is the amnesia so characteristic 
of hysterical disorders and upon which, along with other forms of 
overexclusion, the continued ability of hysterical patients to main- 
tain adequate relationships with their environment may depend. 

Hysterical symptoms are not uncommon in depressive and manic 
disorders, but the sadness or agitation in one and the elation in tire 
other determine the diagnosis. Hysterical symptoms also appear in 
behavior disorders developing on the basis of cerebral incompe- 
tence, but if the signs of impaired cerebral fimction are prominent, 
the hysterical symptoms are regarded as incidental modifications, 
the outcome of the patient’s reactions to his ffeduced effectiveness, 
status and security. Finally, hysterical disorders differ from, porcf 
noid disorders in two important respects. The symptoms of inacti- 
vation and autonomy are not a part. of the paranoid disorder, and 
although disowning tendencies are usually dominant in both, they 
do not lead to projection in typical hysteria. The hysterical patient 
may deny, in effect, that he has a certain characteristic or is guilty 
of a certain attitude,, by "excluding from his behavior repertory 
something which is symbolic, of it. But he., does not ascribe the 
characteristic or attitude which he represses to other persons, or to 
members of a pseudocommunityi . eud, then organize his reactions 
around that ascription, as paranoid patients do. 
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widespread occurrence among the behavior disorders, and in some 
of them have such important eflFects, that they deserve special con- 
sideration before we go any farther. Together they form another 
of our many bridges Siat link normal to abnormal behavior. For 
everyone occasionally develops a firm conviction that is based upon 
misinterpretation, unwarranted inference or unjustified conclusion, 
and then proceeds to act upon this conviction as though it were 
established fact Such behavior constitutes delusion. And there are 
few persons who have never responded to stimulation from their 
own fantasy behavior which th^ mistakenly attribute to sources 
outside of fantasy. This response with its characteristic misrefer- 
ence is what we term hallucination. 

In normal as well as in abnormal persons there are certain con- 
ditions which favor delusional and hallucinatory developments, 
such as tense expectation, emotional arousal and urgent need. We 
see illustrations of this among persons witnessing well-staged magi- 
cal tricks or attending a fervid revival meeting,^ and among the 
memters of an angry or a frightened mob. Individuals also develop 
deliuions and hallucinations when they are personally insecure, 
anxious, suspicious or jealous, and when tiiey are emotionally at- 
tached to or hostile toward some person, group or symbol. 

The individual who is expectant and in need, or who is insecure, 
emotionally aroused or emotionally attached, is of course selectively 
reaction-sensitive in relation to certain kinds of stimulation. Antici- 
pant attitudes are dominant in his behavior which facilitate certain 

1 H. Cmtril and M. Sherif, “The kingdom of Father Divine," Jour. Abnorm. 
Soc. Ftychol., 1938, voL 33, pp. 147-167. 
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interpretatioDS and inhibit others. Hie emotional reinforcement,' 
and the disequilibrium which defines need, reduce his ability to 
suspend final action — to wait, maintain a skeptical, analytic atti- 
tude and weigh the evidence. In short, we find once more the 
conditions which we described in the preceding <^pter as hyper- 
suggestibility. We may now proceed to a discussion of dftliisinnnj 
reactions and of the closely allied hallucinatory responses. 


DELUSIONAL REACTIONS IN BB1AVIOR DISORDERS 

Delusional reactions may play an important part in the develofi- 
ment of any of the behavior disorders. In hypochondriacal over- 
concern and in fatigue syndromes the delusional reactions with 
respect to illness and weakness are as a rule limited in scope. How- 
ever, as we have seen in our case material, the convictions which 
some patients develop in these disorders may introduce consider- 
able distortion into their way of living. As we might expect, delu- 
sions often figure prominently in acute anxiety disorders, partic- 
ularly in phobias and in panic reactions where progressive misinter- 
pretation may culminate in precipitate flight, suicide or born i V idal 
assault. 

The compulsive disorders, as we have seen, are characterized by 
unwarranted inferences regarding sin, contamination, impending 
danger and the like in die patient’s relationships widi his environ- 
ment; and the patient places unjustified credence in rituals and 
diarms as preventives. Delusional misinterpretations also enter 
into hysterical disorders, although in most cases they are limited to 
the presenting symptom. In seizure, however, the patient acts as 
though his fantasy context were the shared social context, as do 
normal dreamers, even though the biosocial environment contra- 
dicts the assumptions basic to his behavior in the attack. When we 
come to paranoid disorders, we find that th^ are essentially delu- 
sional disorders; indeed, it might simplify our classification if the 
term “paranoid” were discarded entirely. Delusions are also of 
fet-rate importance in schizophrenic disoiders, as we glmll see 
in Chapter 15, and diey are seldom absent from inaoia or the 
depressions. 

Ddusions are common in persons who for any reason suffer a 
serious reduction in the physiological competence of the brain. 
We see tiiis in systemic dis^e or intoxication, in ni fttab nUc dis- 
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<»ders, high body t^perature, exhaustion, starvation or dehydra- 
tton; we see it also in cases of Iwain damage as a result of the 
direct effect bf infection, tumor, trauma or deterioration. The 
patient, because of relative cerebral incompetence, cannot 
COToplex interpersonal relationships adequately, and his misinter- 
pretations axe an expression, of his inadequacy. The mere fact that 
florid delusions are a part of the typical delirium is further evidence 
of the widespread character of delusional behavior. For, since 
anyone can deliberately be made delirious by intoxication, it fol- 
lows Aat the delusional reaciion is within the range of everyone’s 
behavior and is not confined to certain peculiar kinds of people. 
We shall return to this point in Chapter 17 when we take up the 
subject of brain damage. 

Delusions may be defined as convictions based upon misinterpre- 
tations, unwarranted inferences or unjustified conclusions, which 
are the result of unusual anticipant attitudes, emotkmal arousal, 
personal need or physiological incompetence, and usually lead to 
behavior that is socially detrimental, inappropriate or inept. The 
decision as to whether a delusional reaction shall be considered 
pathological or not can best be made on the basis of its effects in 
the biosocial behavior of the individual. We would call delusion 
defimtely pathological if it proved responsible for introducing be- 
havior impoverishment or distortion, if it rendered a person inef- 
fectual in hfe social relationships, if at prevented his attaining im- 
portant satisfactions or made their attainment disproportionately 
effortful and timte-consuming. 

The heterogeneous character of our culture makes it difiBcult to 
place limits on what we shall consider normal delusion. There are 
among usj for example, social ^oups whose members consider it a 
sign of strength and virtue to reject without examination all evi- 
dence diat contradicts certain group beliefs. The clearer and more 
cogent the contradictory evidence, the more highly is blind rejec- 
tion esteemed as proof of superior courage and integrity. This pre- 
^cietitific negativism, which; in earlier eras seems to have been 
almost universal, -can be accepted as an instance of normal delu- 
'sion, provided its ' effects 'upon the individusfl are not those out- 
lined in tile preceding paragraphs. In the discussion that follows 
we shall confine our attention to delusional reactions as pathological 
behavior'. ■ ' ' 
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Temporal variations in >d«l<ision i 
' The significance of delusional behavior in an individual’s life irf 
to some degree a function of its duration. A single transient dOih 
Sion may develop in anyone’s reactions as the incidental result of 
some temporary disturbance, but unless it leads at once to unde, 
sirable action, or is remembered and used against a person hy 
others or by himself, it is unlikely to create special difficulties. The 
recurrent transtent delusion may have more serious implications. • 
It is toe that some individuals go through recurrent pathological 
delusional episodes, under emotional stress or when ill, exhausted 
or intoxicated, and succeed in returning to normal after the pre- 
cipitating situation has cleared up. However, delusional reactions 
that recur stand the same chance of becoming habitual as do non- 
delusional reactions that recur. The person who repeats his delu- 
sional behavior is likely to grow reaction-sensitive to stimulation in 
the environment and in his own thinking which tends to arou^ his 
particular unwarranted inferences. The recurrent delusion, likp 
other learned behavior, may also generalize’ and acquire riew ex- 
citants until it becomes no longer merely intermittent but pro- 
gressive.2 , 

The progressive or expanding delusion is one in which both the 
variety of excitants and the scope of the delusional organization 
are on the increase, Illusions tend to. expand in many conditions 
of acute or growing tension, in emotional disorders such as mania 
and depression, in progressive disorganization of biosocial behavior 
as in schizophrenia, and in the disorientation and deterioration of 
behavior which appear when there is serious reduction in the com- 
petence of the brain as an organ. However, it is important fox'us to 
realize that delusions also tend to grow progressive, once they hdve 
become established, without any change in the conditions to which 
they owe their origin. As we shall see in paranoid disorders; when a 
delusional reaction appears in anyone’s behavior, the question of its 
progress or recession will be settled largely by the relative skill and 
competence of the individual in using the common techniques ot 
social inquiry. Other things being equa^ the m<we sfa-fied ftftersOd 
is in role-taking and in shifting his perspectives, the more readily 
he will arrive at a correction of his unwarranted inferencfes and the 
misinterpretation to which they have led him.® .y. 

2w. Jahrreiss, "Delusional episodes,’’ Dte, Xero. System, 1943, vol. 4. ttri 
207-215. 

3 N. Cameron, “The development of paranoic thinking,” Psychol kev., 1943. 
vol. 50, pp. 219-233. ° ^ 
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The chronic delusion is one which, even though there may be 
fluctuations in scope and changes in detail, remains fairly mnstant 
and predictable. Sometimes a delusional reaction appears sud- 
denly in a person s behavior and persists without change as a 
chronic delusion; but as a rule the chronic delusion represents an 
end-stage of a previously expanding or progressive one. It was once 
nmvely assmned that to become chronic a delusion must please or 
satisfy the patient; but pleasure and satisfaction are no longer ac- 
cepted as exclusive principles of explanation in behavior pathology, 
any more than they are in normal behavior. Anyone who has 
worked long among chronically deluded patients knows that delu- 
sional reactions are commonly the outcome of an unhappy com- 
promise, and often lead to confusion or social disarticulation from 
which the patient can no longer be rescued, either by his own 
eSorts or by the efforts of anyone else. The fact is that early in delu- 
sional development a person may have opportunities for genuine 
choice; but after a certain stage in the development has been 
reaped, further expansion and ultimate chronicity become almost 
as inevitable as the progress of an irreversible chemical reaction 
t^ard its end-point. We shaU analyze the development and per- 
sistence of delusion further when we discuss paranoid disorders. 

Isolated delusional reactions, even though in themselves quite 
absurd to others, sometimes persist indefinitely in a person s be- 
havior repertory. Among chronic but partially recovered schizo- 
phrenics, for example, one can often find the residue of a simple 
stereotyped delusion which the patient may express with little 
show of interest. It survives - much as the hysterical tic survives 
— as the fragment of a once more meaningful reaction whose atti- 
res have largely disappeared. Stereotyped and more or less 
isolated delusions occasionally persist as chronic reactions after a 
manic or depressive illness. Thus, for example, a depressed man 
who developed the conviction that the townspeople were going to 
lynch him remained suspicious and apprehensive in public after- 
wards, although this had never been his prevailing attitude prior to 
his depression. Likewise a*delusional misinterpretation, developed 
during a delirium of toxic, infectious or febrile origin, may persist 
unchanged for months -or even permanently - after illness and 
convalescence are over. In such instances we can assume that the 
delusional reaction, arrived at through serious emotional disorder 
or cerebral incompetence, is prevented from disappearing after- 
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wards because of its relation to tiie rest of tibe patients 
behavior organization which supports it 

Degrees of delusional systematization 
Delusional behavior varies in organization from the fleeting, 
more or less unrelated fragments characteristic of dreams and 
delirium, to the internally consistent systematization of paranoia. 
Indeed, so high may be the degree of internal consistency in the 
latter that the ordinary person, once he accepts the patient's major 
premise, may be unable to resist the patient’s argument or come to 
a wntrary conclusion. Paranoic persons frequently convince lay 
juries of their sanity and sometimes win favorable d^eisions in law- 
suits whose circumstantial evidence is held together only by the 
patient’s own systematized delusions. The logical leaps made by 
the intelligent paranoic patient are, after all, no more remarkable 
than those one hears in everyday political arguments, and the 
patient s obvious faith and sincerity in what he says give him strong 
allies in his quest for personal justice or vindication. If the archaic 
and unstandardized test of knowing right from wrong is given to 
the person with well-systematized delusions, he may make a better 
impression in open court than the normal citizen who recognizes its 
ambiguities. 

The vast majority of pathological delusions, however, are not well 
systematized. In Ae case of transient delusional reactions occur- 
ring at infrequent intervals, this is not difficult to understand. 
Frequent repetition without too great spacing is essential to the ac- 
quisition of most new behavior organization, and delusional organ- 
ization is no exception. Moreover, the single or the rare dt»1ncir>n al 
reaction occurs under unique or exceptional circumstances, such 
as in unusual emotional disturbance or intoxication, when a person 
is not in his customary relationship with his social environment. 
Thus the emotionally disturbed or intoxicated individual, like the 
person who is asleep and dreaming, gives his delusional reaction 
under conditions that are least favorable to biosocial systematiza- 
tion. The reaction tends to remain disconnected and in terms of 
the biosocial person meaningless or unaccountable to anyone but 
a behavior pathologist. 

Patients who acquire progressive and chronic delusions do not, 
of course, lack practice. Nevertheless, they rarely succeed in devel- 
oping a well-systematized result because th^ carry on their prac- 
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tiee in pfivate fantasy where operations are not under the same 
pressure to appear consistent and plausible to others as are opera- 
tions carried on in public. As we shall see in paranoid disorders, 
the techniques of solitary imagining, unless their products are 
checked repeatedly with ^e results of shared behavior, are almost 
sure to follow lines established by the lone thinkers habitual private 
fantasy/ Personal need, wish, fear, anxiety, frustration and conflict 
can, under these circumstances, produce misinterpretations which 
reflect the ambiguities and ambivalences of the patient’s unshared 
private thought. . 

In extreme cases, unchecked and unvalidated fantasy grows irre- 
sistible, and plays a dominant and continuous part in the patient’s 
life. Behavior in the field of social operations then becomes subor- 
dinated to the fantasy life and often merely a part of it. Under 
.these conditions, even though, the delusions may become more 
numerous and elaborate, they do not lead toward coherent syste- 
matization. They incline rather to grow dreamlike in character, 
y^SUc, fragmentary and disjointed, until eventually they may be 
unintelhgible to , the most patient listener and inexplicable even to 
the patient himself. The most remarkable delusional developments 
.of this sort are encountered in the odd, fantastic and grotesque 
delusions of schizophrenia. 

: . /Between these two extremes — the plausible, systematized para- 
noic delusions and the fantastic jdisorganized ’delusions of schizo- 
pbrpnia — belong those of mania and the depressions. In these dis- 
prdCTs the delusional reactions are nearly always in keeping ^th 
thf prevailing mood, being optimistic and expansive in mania, self- 
depreciatory,. fearful and pessimistic in depressions. Manic and 
depressed patients as a rule are persons who have not in their pre- 
, ,morbid lives rejjied as much upon the techniques of solitary brood- 
puzzling as have most schizophrenics, and /therefore while 
,they nre iU.they characteristically maintain better contact with their 
' environment. Consequently their delusionab developments 
shew relatively little tendency toward bizarre elaborations unless 
i^nxjptyi agitation or elation grows so extreme as to disorganize be- 
havior. Ibis, is undoubtedly one explanation of the much better 
prognosis in these disorders than in schizophrenia, regardless of 
tbp form .of.;thcTapy. , 

, /Ibere arc, as pne. might cxpecft, many .exceptions, to these general 
rules. Foi’.e^amplc, .a4elcsQPnts and socially iinmature adults who 
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become manic or depressed may develop queer delusions, which at 
the time seem to presage disorganization, but which clear up com- 
pletely when the elation or depression clears. The delusional organ- 
ization in cerebral incompetence is to a large degree dependent 
upon the premorbid biosocial organization of the patient, as we 
shall see in Chapter 17. 


VARIETIES OF DELUSIONAL REACTON 

There are as many possible varieties of delusional reaction as 
there are kinds of belief. We shall restrict ourselves in what fol- 
lows to those varieties which are of the greatest significance for 
behavior pathology — delusions of persecution, of influence, of 
grandeur, of self-depreciation, of body change and of environ- 
mental change. The particular character of a delusional reaction 
is determined by many factors, among which we may mention the 
character of the precipitating situation, a person’s habitual modes 
of response to increased stress and strain, and his dominant habitual 
attitudes and fantasy themes. 

We see the influence of the precipitating situation the moment 
we compare typical delusional reactions in acute anxiety, frustrat- 
ing humiliation and irretrievable loss. For in the first fearful delu- 
sions predominate, in the second we are more apt to find vengeful 
or compensatory delusions, while in the third the patient is likely 
to become self-depreciatory, or to generalize from destruction of 
his loved object to destruction of the world. A person’s indi- 
vidual preferred adjustive techniques may also be reflected in the 
delusion he develops, some patients showing predominantly aggres- 
sion and disowning projection, for example, and others reacting 
with submission and identification. Individual differences in 
habitual premorbid attitudes and favorite fantasies contribute to 
differences both in the prevailing background and in the thematic 
form of delusional reactions. Thus even in recurrent bromide intox- 
ication certain persons show persecutory trends each time, while 
others become suspicious, aggressive, expansive or self-depreciatory. 

Delusions of persecution 

In delusions of persecution the patient believes that he is being 
deliberately interfered with, discriminated against or threatened, 
when actually he is not. The most prevalent persecutory themes one 
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hears are obviously products of our everyday culture, taken over 
from newspaper accounts, gossip and rumor, rtories, movies, radio, 
and regional folklore. This in part explains the striking similarity 
one finds in the structure of delusions from person to person. 
Patients complain, for example, that they are being unfairly treated! 
plotted against, pursued or persecuted by organizations of political, 
racial and religious haters, by gangsters, dope rings or spy rings, by 
the police and the FBI, by white-slave and other sex racketeers, or 
by a malicious clique of fellow-workers, competitors, employers or 
neighbors. The inferred hostile agency may include whole com- 
munities local, national or even international in scope — or it may 
be restricted to one neighbor and his family, to a business associate, 
a friend, one’s mate or one’s child. 

In telling his story, the patient may speak of being duped, framed 
or exposed, of plots and schemes, of traps ready to be sprung upon 
him, or of pursuers tracking him down and closing in for the kill. 
His reaction-sensitivity in such directions leads to persistent self- 
reference* At work, at home, in restaurants, on the street or on 
the bus he overhears remarks, laughter or threats that seem aimed 
at him; even the newspapers, magazines, radio, movies and sermons 
seem full of personal references to him. His special reaction-sensi- 
tivity makes him read personal significance into the way objects 
are left around or arranged by others. A magazine lying open at 
a certain page means to the patient that someone wants him to 
look at an article or advertisement; and of course when he does so, 
he tends to read into what he sees the meanings to which he has 
been sensitized. A book replaced upside down on his desk means 
to the patient that someone is testing his alertness, implying that 
he is illiterate or signifying contempt for his belongings. Some 
patients find in every look, smile or gesture a reference that fits 
their delusions. Clothes piled in a certain way, the character of 
vehicles parked in the block, the theme of window displays, shop 
signs and billboards, the arrangement of milk-bottles left at the 
door — all of these appear to the reaction-sensitive patient as if 
intended as signals to him, or as signals to others concerning him. 

To the person with progressive persecutory delusions even the 
most casual question asked by an acquaintance may seem to have 
some special significance, although the patient is often unahle to 

*R. Sears, “Eroerimental studies of projection. H. Ideas of reference” 
Jour. Soc. Psychol., 1937, vol. 8, pp. 389-400. ’ 
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discover its apparent meaning. He finds that his personal effects 
seem to have been searched, or that they have apparently been 
deliberately disarranged to exasperate him and make him seem 
disorderly and incompetent. People seem to be spying on the 
patient and spreading rumors about him. He notices strangers 
lounging about the neighborhood, or standing on street comers, 
evidently planted there to watch his movements and signal to un- 
seen confederates; if they disappear, it must be to report on what 
they have seen. 

If the patient fears some specific fate, it also will usually be one 
that he derives from the background of what he hears, sees and 
reads about. Some patients expect to be kidnapped, beaten, ex- 
posed, tortured, poisoned, enslaved, mutilated, imprisoned or 
lynched. Most victims of persecutory delusions are frightened and 
openly resent their predicament; a minority, usually among de- 
pressed persons, feel they deserve severe punishment but try to 
escape it, while a few welcome it or even seek and ask for it. 

Often the patient with delusions of persecution is vague and un- 
certain as to who or what is persecuting him and why he should be 
singled out for special attention. He is sure only that he is in 
danger, that something is wrong, that things are happening whidi 
he cannot seem to grasp and which he may frankly say he cannot 
understand. Like any other perplexed or anxious person, the 
deluded patient needs an explanation and goes after one — usually 
by watching for significant incidents and by pondering a great deal 
over his mystifying situation. It is under these circumstances that 
the important phenomenon of sudden clarification occurs, and the 
patient says with conviction, “I suddenly realized what it was all 
about,” or “Suddenly it all became dear to me.” 

Sudden clarification in delusional thinking is frequently treated 
as though it were a peculiar, abnormal process, foreign to ordinary 
thinking. As a matter of fact it is not anything of the kind. The 
expectant, needful patient developing his delusions hits upon his 
explanation by the same general method as that by which the ex- 
pectant, needful scientist hits upon his hypothesis - and one may 
be just as mistaken as the other. Moreover, the sudden insight is 
not confined to any one form of delusion, nor to any one behavior 
disorder. What the patient reports as sudden clarification seems to 
belong to the group of terminal reactions which in normal behavior 
we call closure. In delusion the closure consists of the patient’s 
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sudden discovery of a formulation which justifies all of his sus- 
picions and premonitions by uniting them all under one plausible 
hypothesis. The hypothesis is mistaken for fact either because of 
the patient’s defective social techniques, which we shall discuss 
rmder paranoid disorders and schizophrenia, because of the emo- 
tiond distortion in his disorder, as we shall see in depressions and 
mania, or because of the physiological inadequacy of the patient’s 
brain, as in cases of cerebral incompetence. 

Of comse, not every delusion of persecution develops sudden 
clarification or progresses to any kind of a dramatic climax. In 
depr^sions and schizophrenia, for example, one often finds vague 
delusions of persecution which seem to consist of little more than 
discrete fragments of suspicion or resentment. In chronic schizo- 
phrenia some of these are the remnants of reactions that were once 
related in an inclusive but poorly systematized delusional organiza- 
tion. But a great many schizophrenic patients never succeed in 
developing anything approaching a coherent plot or plan out of 
their misinterpretations. Their vague delusions from the very start 
sound like the chaotic fears and suspicions in normal dreaming. 

We shdl consider the origin and development of persecutory 
delusions in more detail when we discuss paranoid disorders, schiz- 
ophrenia and depressions, in each of which the delusion may play a 
different part. Here it will suffice to say that many delusions of 
persecution, regardless of the specific behavior disorder setting, 
seem to arise as denials or justifications, or as elaborations of im- 
agined punishment in relation to a person’s unsanctioned trends, to 
forbidden things fantasied, feared or done. We see persecutory 
delusions in the following case developing in response to guilt and 
to fear of retaliation, but at the same time perpetuating the for- 
bidden relationship. 

A socially ambitious but unattractive young woman, married to a 
mM who failed to come up to her expectations, became infatuated 
with her dentist who was both distinguished looking and financially 
successful. In an unguarded moment she revealed her infatuation 
to her husband who became greatly incensed, upbraided her for 
her disloyalty and then wept. The patient herself expressed guilt 
and deep remorse, and promised never to see the dentist a gain Two 
weeks later, to her husband’s astonishment, she reported that she 
had seen a man who looked exactly like the dentist talking wiffi the 
janitor and evidently arranging something with him. The husband 
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thought the patient might be mistaken, but he was sufBciently 
insecure and jealous to be unable to shake ofiF the suspicions whi(* 
her report aroused. When, however, on a trip they took together 
she began pointing out strangers at a distance as the same dentist, 
and when she became fearful of sexual assault each time she was 
left alone, the husband realized that she was ill and sought medical 
aid. The patient was unwilling to submit to prolonged or drasUc 
therapy, and as the husband was accustomed to her domination and 
felt guilty over his part in precipitating the illness, he confined her 
treatment to his own protection and reassurance. Two years later, 
alAough the couple had moved to another city, the patient was 
still convinced that the dentist kept appearing in the neighborhood 
and that he planned ultimately to disgrace her. 

Delusions of persecution are the commonest of all varieties. 
Transient persecutory delusions appear in pronounced excitements 
of all kinds, in acute anxiety and panic, and in anxious depressions. 
They are of especially frequent occurrence in deliria and are there- 
fore a problem of grave concern to all who care for the sick, for 
surgeons as well as internists, for ophthalmologists, obstetricians, 
pediatricians and neurologists. Indeed, the post-operative, posti 
traumatic, febrile, toxic or infectious disease patient whose delirium 
gives rise to delusions of persecution, no matter how transient and 
absurd these may be, is one of the most serious risks on a general 
hospital ward. For at any unguarded moment, while the nurses are 
busy with a new emergency, for example, the patient may attempt 
to escape his imaginary pursuers even if dus means jumping out of 
the window or down a stair-well. And one must not lose sight of 
the fact that delusions do not always disappear after general re- 
covery, and that, however absurd and inappropriate tliey may seem, 
they come out of the patient’s own behavior repertory, and some- 
times represent the distorted overt expression of a clonic covert 
fear. Therefore the delusion of persecution occurring under these 
conditions may open up opportunities for biosocial Aerapy, when 
the crisis is past, that goes beyond the specific illness and into the 
patient’s personal life. 

Delusions of influence 

In delusions of influence the patient usually complains that he is 
affected at a distance, controlled, interfered with or owned by some 
person, group, force or spirit Often he is imable to designate the 
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agent responsible; it remains for him something vague, mystical 
and undiscovered. Delusions of influence are obviously related to 
the age-old belief in demon-possession. They are closely allied to 
delusions of persecution and might, indeed, have been included 
with them in the preceding section, except for the fact that they are 
sometimes conceived by the patient as something beneficial and 
even exaltmg. In schizophrenia it is often the case that the patient 
believes himself destined to perform some mission in accordance 
with the direction given by a supposed influence, but cannot find 
out what it is that he is expected to do. Sudden clarification is not 
un<»mmon in delusions of influence and may lead to immediate 
action, either against the influence or in accordance with what 
seems to be required of the patient. 

Delusions of influence most commonly arise in relation to delu- 
sions of persecution. The patient, already convinced that something 
harmful is being done to him, begins to suspect that he is some- 
how being controlled and manipulated — perhaps by means of a 
powerful instrument, the so-called influence machine which patients 
sometimes draw on paper. Hypnotism, electricity, magnetism, 
radio, x-rays, atomic energy and cosmic rays are frequently invoked 
as the probable means by which the patient’s body or mind is 
being kept under the control of another person’s will. In some 
cases there may be a basis for such delusions in an ordinary local 
paresthesia which is misinterpreted by the anxious confused patient 
as an electric current, or as radiant energy, being sent through his 
body. Sometimes the delusion seems to involve incompletely re- 
pressed erotic arousal, toward which the patient has ambivalent 
attitudes, as in the following case. 

A young unmarried woman, in an acute schizophrenic episode 
whose dominant trends were all sexual in character, for several 
weeks accused one of the stafiF physicians of controlling her mind 
electrically by means of a keyboard upstairs. She complained that 
every now and then she could **feel electrical currents^* flow 
through her body, and sometimes she burst from her room and ran 
screaming down the corridor to escape their influence. Often the 
electricity seemed to her to come out of the bedsprings when she 
was trying to sleep. The patient insisted that a certain staff physician 
was experimenting on her sexually, and whenever she saw him she 
demanded that he stop his “electrical experiments.'^ On two occa- 
sions during rounds she furiously attacked him. 
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Some of the specific sources for the unwarranted inferences of 
this delusion were known. The patient had previously seen some- 
one (actually a male patient) manipulating the keyboard belonging 
to the clinic pipe-organ in a dimly lit control room upstairs. As the 
organ was not playing at the time, the patient expressed disbelief 
when told that the man was practicing. She was by no means the 
only insecure patient who had focused suspicion upon the organ 
keyboard. As for the accused physician, he had once tested the 
patient in front of the interns for the presence of abnormal postural 
reflexes, turning her head from side to side manually and talking 
of forced automatic movements. It is probable that inadequately 
repressed erotic interests also contributed to her selection of him as 
the sexual experimenter. This patient, once her acute episode had 
subsided, was able under planned aggressive therapy and brief moti- 
vational analysis to make a complete recovery. 

It is not uncommon for patients to suspect and then become con- 
vinced that they are being influenced by drugs administered to 
them in food or drink, by injection or inunction, or in the air they 
breathe. The agents most frequently cited are gases, anesthetics, 
opiates, aphrodisiacs, anaphrodisiacs and slow poisons. As a rule 
the patient, who is usually schizophrenic, paranoid, depressed or 
delirious, conceives of the supposed drug effects as detrimental. 
He believes, for example, that through drug action he is being 
made ready to come under the influence of a person, gang or force 
so that his will and his power to resist may be destroyed, that he is 
being made to think more slowly and less clearly, or made sexually 
excited or impotent, for the same general purpose, or that drugs are 
changing him into a different and more compliant being. 

There is a particularly interesting group of delusions of influence 
concerning thinking and communication which are most often en- 
countered among schizophrenic patients, although by no means/ 
absent from other behavior disorders. Many of these delusions 
show clearly the effects of incomplete repression and disowning 
projection. The patient complains that his thinking is being influ- 
enced by some outside agency, which he usually cannot identify, 
that his mind is being controlled, his thoughts forced into some un- 
desired, violent or disgraceful pattern, or put under pressure and 
made automatic. He may say that something is interfering with 
his thoughts, suddenly interrupting them (blocking) or taking 
them away entirely (thought-deprivation). Sometimes a patient will 
complain that some influence is putting thoughts into his brain or 
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words ^ectly into his mouth, that his tongue is being moved by 
an outside agency and made to say words that do not come from 
him. Patients state and believe that they are somehow made to 
assume certain postures and perform acts whidi they can neither 
prevent nor control, nor even predict, and for which they cannot 
in any way be held accountable. Their attitude toward these influ- 
ence is usually one of protest and resentment. Influenced, forced 
or “manufaered” thoughts, words and acts are found usually in 
schizophrenia, but one sees them also in paranoid disorders, manig 
depressions and in behavior disorders arising in a setting of cere- 
bral incompetence. 

Delusions of grandeur 

The thematic material in delusions of grandeur, like that in delu- 
sions of persecution, is taken from one’s surrounding culture, in- 
cluding its current folklore and its literature. The delusions v&ry 
all the way from mere exaggerations of ordinary self-assertive 
pride, optimism, boastfulness and self-esteem to the most extrava- 
gant and impossible claims. Patients state and believe that they are 
millionaires, magnates, nobles, kings, queens, dictators or great gen- 
erals; they tell of owning valuable lands and properties, of having 
extraordinary special abilities and privileges, and of possessing 
important secret political or scientific knowledge. 

The Mignon delusion, found most commonly among adolescent 
and young adult schizophrenic patients, is of special importance to 
behavior pathology because of its obvious relationship to the diffi- 
culties in parent identification exhibited by normal children, which 
we discussed in Chapter 2. The patient asserts that the persons 
claiming to be his parents are frauds or dupes, and that he is 
actually the child of a noble, wealthy or powerful family. If he 
elaborates upon this basic theme he is likely to say that he was 
Iddnapped as an infant by gypsies, gangsters or a vengeful domes- 
tic, or that his real parents lost him. One of our patients, bom of 
humble parents out of wedlock, maintained a pleasant but haughty 
and restrained pose. He sat, stood and walked very erect, his right 
hand usually held in the breast of his jacket. As he believed him- 
self to be Ae son of an English lord, he spoke always with an 
imitation English acdsnt, used stereotyped English phrases in place 
of conversation (QuHe aU right! Cheerio! Oh, I say! Oh, really?), 
and gave his home town an elegant name in place of its ugly official 
one. 
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Among delusions of grandeur those based on Messianic 
are most familiar to the average layman. Many patients believe 
that they have a great mission to perform, that they are creators 
or destroyers of life, saviors of the world and mankind - religious, 
moral, political or military leaders chosen to bring man into a new 
era. Some call themselves God, Christ, the Virgin Mary or another 
sainted character, Joan of Arc, the Pope or Mahatma Gandhi. 
Amatory themes are also prominent among delusions of grandeur. 
Patients boast of their irresistible sexual attractiveness, of great 
conquests, of the important persons in love with them, of their 
own potency or fruitfulness, and of the extraordinary number or 
quality of their oflFspriiig. The observed fact that delusions of 
grandeur frequently include claims of sexual power with those of 
religious greatness may be attributed to the reactions of Avaltafinn 
and of creation or dedication which are common to both. 

Delusions of grandeur are most frequently encountered in 
mania, schizophrenia and paranoid disorders. Indeed, delusions 
of grandeur are as characteristic of manic excitements as dp1iigi>T)s 
of self-depreciation, poverty and persecution are of depressive ill- 
nesses. In schizophrenia the delusions are typically bizarre, poorly 
systematized and supported by hallucinations, while in mania and 
paranoid disorders they are relatively well systematized. Most of 
us have witnessed the transient exuberant delusions of alcoholic 
intoxication which makes many individuals temporarily boastful, 
aggressive and erotic. 

Nearly all delusions ^f grandeur, unfortunately, tend to stimu- 
late the inexpert person who witnesses them to become facetious 
and jocund also. Or, if an onlooker is himself inclined to be proud 
and proper, the patient’s behavior is likely to offend him and to 
arouse attitudes of contempt and dislike that no other serious 
would arouse. Delusions of grandeur remind the average person 
at once of some acquaintance or public character whose conduct 
they seem to caricature. Patients make absurd statements, behave 
in a vulgar or clownish fashion, take on pompous, erotic or sancti- 
monious airs, and indulge in such uninhibited boasting and self- 
assertion that they seem to the untrained observer or custodian to 
forfeit all right to consideration and respect. Indeed, d^liision s of 
grandeur perhaps more than anything else have alienated the com- 
mon man’s sympathy for the whole field of behavior padiology and 
kept this vast area of human suffering in disrepute. It is only when 
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one is made to understand what may be happening to the personal 
life of the deluded patient, and to the lives of those close to him, 
that the delusion of grandeur is recognized for what it is — the 
symptom of a serious illness — and for what it may become -a 
bleak human tragedy for everyone concerned. 

Delusions of self-depreciation 

Under delusions of self-depreciation we include the conviction 
that one is hopelessly inadequate, unworthy, guilty, sinful or a 
despicable sham. These delusions di£Fer from delusions of persecu- 
tion in this important respect, that the patient anticipates punish- 
ment on the basis, not of others’ malignity, but of his own supposed 
shortcomings which he may or may not regard as fact. If he re- 
gards these shortcomings as fact, he usually shows little or no open 
resentment toward others, does not attempt to escape the retribu- 
tion he fears, and frequently invites retaliation or inflicts it upon 
himself. If the patient attributes his self-accusations to the mis- 
taken judgment of others (disowning projection), his behavior may 
vary from that of a hurt and misunderstood person to that of an 
unresisting stoic awaiting martyrdom. But whatever the patient’s 
aWtude toward the judgment of others, his faith in the verity of 
impending harm is unshakable. 

Some patients, whether claiming or disclaiming fault, are never 
clear as to just what punishment they anticipate or from what quar- 
ter they believe it will come. Others are quite definite as to what 
they expect and from whom it will come. For example, a depressed 
married man in his thirties spent most of his leisure time during 
six months in watching the ward door. No explanation of his be- 
havior was obtained until he had almost recovered, when he stated 
that he had been hourly expecting a mob of his townspeople to 
break in and lynch him for failing in certain public duties. It was 
a fact that he had neglected to provide funds for a town celebra- 
tion Ae day before he had quit work because of his illness; the 
oversight had, however, been corrected by someone else. His guilt 
over this shortcoming became the focus of his whole apprehension 
even though it had nothing to do with precipitating his depression. 

In extreme cases patients ask to be beaten, starved, degraded, 
imprisoned, pilloried, mutilated or killed. Some do so because of 
an intolerable torturing sense of guilt, some because they believe 
that otherwise an innocent person will be made to suffer for their 
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transgressions, and some because they cannot endure the tension of 
waiting for the punishment they are sure will some day come to 
them. For example, a depressed unmarried woman in her late 
twenties begged her physician every evening not to delay her fate 
any longer. She expected to be thrown naked into the street at 
night to be beaten by a crowd. Her illness had begun with the 
development of excessive guilt over an unconventional act of minor 
toportance for which she had actually received vigorous but un- 
justified censure. After her recovery she could not account for her 
expectation of specific punishment; it seems to have been a dra- 
matic reification of her own self-attitudes. 

Delusions of self-depreciation, we have said, are as character- 
istic of depression as delusions of grandeur are of mania We shall 
retam to a discussion of self-depreciatory convictions and tiieir 
origin when we come to the depressive disorders. However, the 
belief that one is miserably inadequate, unworthy, guilty, sinful or 
an unpardonable hypocrite may be found in any of the behavior 
disorders - just as the corresponding suspicion that one has these 
qualities is common in normal behavior. In anxiety disorders, for 
example, an unjustified conviction of specific guilt sometimes 
reaches delusional proportions. Thus, a married woman of thirty- 
four years, suflFering from a typical chronic anxiety reaction punctu- 
ated by acute episodes, developed the belief during therapy that 
&e acute attacks were punishment for a murder of which she was 
innocent. The origin of this delusion was two-pronged: a friend 
had been questioned by the police in connection with her hus- 
band's sudden death, and the patient had fantasied the death of 
her own husband and her children not long afterwards. 

We have already discussed the important part played by the con- 
viction of guilt, sin and uncleanliness in the development and per- 
petuation of compulsive disorders. In schizophrenia self-depreci- 
atory delusions are by no means unusual and, because of the 
patient’s biosocial disorganization, die delusions may give rise to 
unpredictable action. A schizophrenic young woman, for example, 
known to have been preoccupied for mondis with tibe of 

her thoughts, one night wrapped paper around her head and face, 
set it afire and burned herself so severely that she died. A schizo- 
phrenic young man, having concluded on the basis of protracted 
solitary brooding that he was a sinful hypocrite, decided to show 
himself to the world as he really was. This decision he carried out 
literally by appearing naked in public. 
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D«Iu9Ioi» of body change 

The conviction — based upon misinterpretations, unwarranted in- 
ferences or unjustified conclusions — that one’s body has in some 
important respect undergone a change, is a common and poten- 
tially most serious delusion. It is not surprising that delusions of 
body change frequently develop out of hypochondriacal and fatigue 
complaints which, after all, are themselves delusional in character. 
Hypochondriacal disorders, as we have seen, are based upon a 
conviction that one’s organs or systems are incompetent, deteriorat- 
ing or diseased, when actually they are functioning reasonably well. 
In fatigue syndromes the patient is convinced, similarly, that his 
body is physiologically delicate or inferior, a conviction which is 
based upon misinterpretations of die patient’s own self-reactions 
of unreadiness and aversion in relation to new or continued activity. 

If, in either of these behavior disorders, a patient believes that 
he is growing progressively worse, he almost inevitably develops 
delusions of body change. The viscera that he has focused upon in 
body overconcem may seem to him to be going into a final deteri- 
orative phase. Thus, we find a depressed person, whose gastro- 
intestinal system had been the target of his hvpochondria, insisting 
that his bowels have actually petrified; he could feel them, he said, 
and they had turned to stone. A schizophrenic young man con- 
cluded early in his illness that his brain must be diseased, since he 
could no longer think clearly; later on he became convinced that it 
was rotting away and that he was blowing it out through his nose. 
Some patients, with a start in hypochondria or fatigue, develop 
delusions of body change which are compensatory in character. 
These may then lead to a new delusional behavior organization 
based upon the substitute conviction that one is powerful, beautiful, 
or changed in some other direction consonant with the derived 
need. 

Delusions of body change are likely to have grave consequences 
if the patient grows preoccupied with his apparently progressive 
symptoms or with his compensatory developments. For if, by so 
doing, he further insulates himself from the social reactions of other 
people, and elaborates upon his supposed body changes in private 
fantasy, the outcome may well be a schizophrenic disorganization, 
a chronic paranoid disorder or a serious depressive illness. Thus 
we have in body overconcem and preoccupation widi fatigue ^unp- 
toms the possible beginnings of another chain reaction which goes 
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from need or anxiety to conviction, from conviction to 
elaboration, and from this finally to behavior that is infvimp oVM,» 
with social demands and necessitates removal of the patien t to a 
restricted, protective environment for treatment. 

Of course this progression, from hypochondriacal overconcem or 
fatigue symptom to expanding delusions of body change, is only 
one of several routes by which the same end-result may be readied 
We must not forget that body change is a normal occurrence in 
everyone s life and, particularly in relation to growth and maturing, 
involution, accident and disease, that body change normally leads 
to self-reactions of considerable personal significance. Persons who 
for any reason have been made reaction-sensitive concerning body 
appearance and performance, in relation to their social status, in- 
tegrity or personal worth, are apt to respond to frustration, anxiety 
or rejection by pondering over and examining their anatomical and 
physiological characteristics. Under these circumstances diey over- 
react to normal and expected variations, tend to make perfection- 
istic demands upon themselves, to exaggerate in their self-reactions 
what they see and imagine regarding their looks, body conforma- 
tion and general bearing. 

The face, because of the prevalent mirror habits in our society, 
comes in for a great deal of self-examination on the part of patients. 
Most of them accept as fact the mischievous untruths that good- 
ness makes the countenance clear and beautiful, that wickedness 
puts lines and shadows in the face, and tiiat the eyes are windows 
of the soul. So the depressed person, weighed down by hopeless- 
ness and conflict, looks at his sad unrested face and sees worthless- 
ness, ugliness and sin where there is only illness and pain. The 
adolescent, struggling alone with guilty fantasies, eroticism or social 
failure, looks fearfully in the mirror for the visible signs of his de- 
pravity or inferiority. To look fearfully is often to see what one 
fears even though no one else can see it, and to stare at one’s face 
is to provide a tense, staring model for further misinterpretation. 
Likewise, to look in the mirror in a mood of exaltation or ecstasy 
may lead the manic or schizophrenic patient to decide that his face 
loo^ powerful, beautiful, unearthly or transfigured. Thus, one 
patient insisted that his eyes had grown so powerful that he could 
sterilize things by looking at them, shrivel plants or make the wax 
on the hospital floor melt and run. 

Delusions of change in die size and general appearance of the 
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body, limbs and head may be found in many of the behavior dis- 
orders, but particularly in deliria, schizophrenia and depressions. In 
the enormity delusion, for example, which occurs most often in 
deliria, the patient complains that his body has become enormous. 
One of our patients became agitated every evening because he was 
convinced that he could not fit into his bed, his room or even the 
whole ward; he would burst the walls, he said. In the daytime the 
complaint subsided. 

The hands, being socially important instruments and easily ac- 
cessible to self-reactions, are common foci of delusion. Patients 
complain that their hands have grown strange-looking, swollen, 
claw-like or misshapen. The head and its contents come in for delu- 
sional convictions that reflect patients' attitudes. Thus, a freshman 
medical student, suffering a schizophrenic disorganization, insisted 
that when he pressed on his temples his brain whirled around; he 
said that he could even feel and hear the membranes tear. A well- 
educated business executive in his forties complained that his head 
had cracked wide open during an anxiety attack and had snapped 
shut again. He showed no curiosity about the alleged incident, 
could offer no explanation of it, but believed it completely even 
after he had made a complete recovery from his anxiety disorder 
and returned to work. 

Sexual maladaptation is a common source of delusions of body 
change which center about sex functions and the acquisition or 
loss of primary and secondary sex characteristics.^ Drugs, radiant 
energy, magic and hypnotism are frequently accused as the indirect 
agents of change by the patient, and thus we see delusions of in- 
fluence in effect supporting delusions of body change. Sometimes 
direct sexual manipulation or surgery during sleep or under gen- 
eral anesthesia is alleged to have been the source of sexual altera- 
tion. Among women the chief complaints are of sexual arousal, 
defloration, pregnancy - not infrequently by an animal - abortion 
and masculation (development of male characteristics). Men tend 
to focus upon increased emissions, decreased potency and femina- 
tion. Two brief examples will illustrate this point. 

A rather gentle, soft-spoken young man of slight stature came to 
the clinic with the complaint that his voice was growing progres- 

SG. Bychowski, “Disorders in the body-image in the clinical pictures of 
psychoses. Jour, Nerv. Ment, Dis,, 1943, vol. 97, pp. 310-335. 



DELUSIONS AND HALLUCINATIONS 409 

sively higher and weaker, his skin and hair softer and more delicate- 
looking, his musculatiu-e weak, his genitals shrunken and his body 
contour more and more womanlike. Physical examination, how- 
ever, revealed normal male physique throughout. The patient had 
been brought up by a domineering overprotective mother and had 
all his life been teased by boys and girls because of his gentle, sub- 
missive behavior. A young adolescent girl with an unattractive face, 
large hands imd feet and a poor figure, came to the conclusion 
under the influence of advertisements that her unpopularity came 
from her skin blemishes and from body odor.® She developed 
severe guilt reactions over autoerotism, which had increased with 
increasing loneliness and neglect, and she began secondarily blam- 
ing the erotism for her acne and the body odor. On the basis of 
some folkloie she believed as to the effects of autoerotism on geni- 
talia, and on the basis of her failing to attract men, she came to 
the conclusion that she was developing male genitals and a man’s 
body. Both of these patients showed distress and resentment over 
their supposed metamorphoses, and neither recovered. 

The viscera are often the target of delusions of body change. The 
gastrointestinal system is most commonly accused since, as we 
pointed out in the hypochondriacal disorders, it is relatively easy of 
access, much discussed, important in social ritual and not difficult 
to affect through manipulation of the diet and by direct interfer- 
ence. The middle-aged or elderly depressed person, for example, 
is apt to complain that his stomach has shriveled up to almost 
nothing or turned to stone, that his bowels are ‘locked” or lying 
motionless, or that he actually has no stomach or intestines at all 
(nihilism). These complaints, which may be related initially to 
retarded motility, persist long after adequate emptying has been 
established, and they disappear as the depression clears. The schiz- 
ophrenic patient complains that his stomach and intestines have 
gone, but his interpretations usually include bizarre elaboration; 
the viscera have rotted away or been eaten up by a snake. More- 
over, the schizophrenic patient with such a complaint, unlike the 
depressed person, may eat well and with good appetite. Complaints 
of changes in the liver, kidneys, bladder, heart and lungs are not 
infrequent among delusions of body change. In depressions the 

® This is not an uncommon conclusion among maladjusted adolescents. See 
for example, H. Stolz and L. Stolz, "Adolescent problems related to somatic 
variations. Yearbook Nat. Soc. Studies Educ., 1944, vol. 43, pp. 80-99. 

^ Hemphill, ‘Some considerations of the physical factor in delusional 
states. Jour. Merit. Science, 1939, vol. 85, pp. 119-125. 
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delusions tend to be of fatal disease or nihilistic; in schizophrenia 
they are usually bizarre and inconsistent with the rest of behavior. 

Delusions of unreality, environmental change and nihilism 
This important but imperfectly understood group includes com- 
plaints to the eflFect that objects, people and happenings are un- 
natural or unreal, or that everything is disintegrating or has disap- 
peared. The conviction that things are unnatural or unreal {delu- 
sion of unreality) is particularly characteristic of severe anxiety 
disorders, of agitated depressions, schizophrenia and deliria, but it 
is often present also in other behavior disorders. The linguistic 
difficulty in fixing and formulating in words so queer and unfamiliar 
a reaction is attested by the variety of statements that patients 
make in delusions of unreality. It is difficult for the patient, who 
may be made more anxious and confused by the change, to com- 
municate the nature of his difficulty to the clinician who may never 
have reacted similarly himself or who may have formulated un- 
reality differently to himself. For this reason the acute distress that 
delusions of unreality occasion is frequently not realized by the 
clinician, and their potentialities for secondarily disorganizing the 
patients behavior and isolating him from his community are often 
overlooked. The few illustrations that follow can give little more 
than a hint of the rich variety of symptoms. 

In anxiety disorders, as we have seen, the complaint is common 
that things and people seem changed, different, far away or unreal, 
and that the patient seems unreal to himself. This complaint usu- 
ally follows an acute anxiety attack, but it may persist indefinitely 
afterwards, the patient saying that ^things have never seemed the 
same since. Similar complaints are often heard from depressed 
patients. 

A fifty-one-year-old married woman, in an agitated depression, 
insisted that the clinic ward was not real, the patients were not 
actually patients, that the nurses were different every day but made 
up to look the same. Everything outside, she said, had changed too. 
“It will all be chaos when I get out of here. They’ve changed all 
the automobiles in the street, all the hou.ses and buildings.” She 
said the clocks were all going backwards and the newsnaners were 
all changed somehow. Another patient, a fifty-two-year-old woman 
in a retarded depression, complained that the birds singing in the 
trees were artificial birds and their songs rmrealistic imitations. 
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A thirty-three-year-old married woman, diagnosed “schizophrenic 
with depressive features,” complained persistently for a year that 
everything was unreal. Patients, nurses and doctors were not really 
what they seemed or not persons at all. Letters sent her were faked 
or things were written into them, which she would identify and read 
aloud to the nurse; they looked queer and the postmarks were 
crooked or upside down. Outside, the houses seemed queer, ‘like 
picture houses, and she often insisted that she was walking in the 
wrong direction because everything was strange and different. When 
she went to church the prayer book was all changed, the sermon 
and the music were different, and it couldn’t really be a church in 
a city, anyway, because roosters were crowing outside [they were]. 
The trees outside the clinic were not real and they were changed 
overnight to test her. The flowers were artificial and painted in 
unreal colors; she plucked and chewed a tulip, but it was not a real 
tulip to her. An automobile in the street was not real, “You know 
perfectly well a car couldn’t twist and turn like that one.” The sun 
was a fake and the sunsets were “made up.” She said that she 
must be “terribly ill” if people felt they had to use artificial things 
like that to make her well. The patient recovered, but thirteen 
years later had a severe recurrence. 

Another schizophrenic woman, twenty-three years old and single, 
complained of that feeling of unreal, as if everything is nothing 
and yet we re living. . . . Nothing is real. Ym talking and Ym 
nothing.' At times it was she that seemed unreal, at others the 
world was unreal and she was the only real thing in it. A thirty- 
six-year-old married woman, in a restless, confused, post-operative 
disorder of uncertain diagnosis, had similar complaints for several 
months. She refused to window-shop because everything was 
changed and crazy in the windows. She was unable to weave, 
sew, knit or embroider because the tools, the materials and the 
occupational therapists seemed strange and unreal to her. She 
could find “no sense” to the books, magazines and newspapers 
^^ound her, so she concluded that they also were “changed” and 
“not normal.” 

In some of these illustrations complaints have been included that 
things are disintegrating or becoming nothing ( nihilistic delusions), 
which we also encountered in delusions of body change as the con- 
viction that organs had rotted away or simply disappeared. Delu- 
sions of disintegration and nihilism are most frequently found in 
schizophrenia and in depressions of middle and late life. Depressed 
patients, for example, become convinced that they have no food. 
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no clothing, no shelter and no money, that their dear ones are 
starving or freezing to death and the world is disappearing, or that 
all their friends and relatives have ceased to exist and they are left 
alone. 

An elderly woman went about the house at the height of her 
agitated depression — from which she later recovered — heaping 
blankets and woolens on her sleeping relatives because the world 
was coming to an end and they would all perish that night of the 
cold. In the daytime she would point to the empty parked auto- 
mobiles in the street and say their presence proved that everyone 
was disappearing from the world; she was certain that during the 
night they were all removed to make room for the next day s crop 
of disaster. A depressed elderly married man, of considerable 
wealth, declared over a period of more than a year that he was 
penniless and would starve to death. The certified statements that 
his financial agents prepared were angrily tossed aside as obvious 
frauds, and visits from his legal advisers apparently contributed 
nothing in the way of reassurance. 

It has been evident in what we have been saying that delusional 
behavior is frequently complicated by hallucination. Indeed, as we 
shall see particularly in the schizophrenic disorders, hallucinatory 
responses commoidy arise in a setting of delusional attitudes and 
often contribute significantly to the further development and per- 
sistence of delusions. Before proceeding, therefore, with our pres- 
entation of the behavior disorders, we shall discuss some of the 
more common varieties of hallucinatory behavior, 

HALLUCINATION IN BEHAVIOR DISORDERS 

We may define hcllucincitioti in behavior disorders as ci vcspotisc 
whose stimulus is within a personas fantasy behavior, but is mis- 
takenly attributed by the responding individual to sources outside 
of it. Hallucination so defined is not essentially different from re- 
sponses that occur under special circumstances in normal behavior. 

A great many individuals can be found who report hearing and 
seeing things, under conditions of intense excitement, expectation 
or ecstasy, which they would ordinarily recognize as their own 
fantasy. The tense, expectant members of a religious cult, for ex- 
ample, can be led to hallucinate with comparative ease; and if 
their anticipant attitudes have been made uniform by careful prep- 
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drBtion, there nifly be si considerable degree of uniformity in their 
testimony. The hallucinations they report, however, will usually 
fit into the convictions of their own cult and not into those of a 
despised or rival cult. In other words, even normal hallucinatory 
responses depend upon antecedent and supporting delusional atti- 
tudes for their occurrence, and in general correspond to the bio- 
social organization of those attitudes. 

Hallucinatory responses are facilitated by great anxiety and need. 
Fearful persons and threatened communities are usually reaction- 
sensitive to signs of both calamity and reassurance, since they dread 
the one and want the other.® If the suspense is prolonged and 
grows intolerable, closure may ultimately be achieved through 
hallucination, the individual or the members of a frightened group 
hearing and seeing things that, at least for the moment, seem to 
bring them certainty. Shipwrecked persons on a raft may see a 
barracuda fin where there is none, hear a comforting voice at night 
or sight rescue ships approaching in the daytime. In some instances 
several shipwrecked individuals have agreed in hallucinating a 
rescue ship when the horizon seemed clear to their other com- 
panions.® 


The commonest hallucination reported by normal persons is that 
of a dead relative or friend, appearing usually but not always at 
night. The dead individual is often described as looking natural 
and lifelike, and he seems to the hallucinating person to be talking 
to him. The talk may be commonplace, enigmatical, reproachful 
or comforting. The person s general reaction to his hallucination 
will vary in accordance with his habitual attitudes toward death, 
the occult, and the deceased. Undoubtedly most of these incidents 
occur during half-sleep, but the same can be said of many halluci- 
nations reported in the behavior disorders. Indeed, as we might 
expect, the differences between the normal hallucinations which 
we have been discussing and the pathological hallucinations, to 
which we shall next turn, are largely differences in the extent of 
their influence upon biosocial behavior and their significance as part 
of delusional development. 


8 H. Good, “Fifteen days adrift on a raft: a clinical evaluation of five sur- 
vivors, Naval Med. Bull, 1943, vol. 41, pp. 367-373. 

»E. Anderson, “Abnormal mental states in survivors, with special reference 
to collective hallucinations," Jour, Res, Naval Med. Serv., 1942, vol. 28 
pp. 361-377. * * 
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Temporal variations in hallucination 

The temporal variations in hallucination have the same implica- 
tions for the behavior disorders as do the temporal variations in 
delusion. To become significant factors in behavior disorder, hallu- 
cinatory responses must develop against a background of 
attitudes which can support them and give them continuity. In 
other words, it is the hallucinatory misreference leading to delu- 
sional conviction, or appearing in an already established delusional 
setting, that is most likely to become an integral part of a pseudo- 
community,^® and even its dominant characteristic. 

The single transient hallucination is not apt to have personally 
important consequences unless it represents or induces dramatic 
closure. The recurrent transient hallucination, however, is poten- 
tially a more serious threat. Its mere repetition carries with it the 
greater likelihood of permanence and usually indicates that delu- 
sional behavior which supports the hallucinatory response is also 
recurring. In general, hallucinatory responses tend to increase in 
duration and in scope when they are components of a progressive 
or expanding delusional organization; and they likewise tend to be- 
come chronic, or chronically intermittent, if the delusional behavior 
to which they belong grows chronic. For our purposes, the per- 
sistent hallucinations which occur in chronic, progressive or expand- 
ing delusional developments are by far the most significant variety; 
and it is to these that we shall devote the greater part of the dis- 
cussion which follows. 


Varieties of Hallucination 

In the behavior disorders, as in ordinary dreaming and day- 
dreaming, the hallucinatory responses that occur may include sev- 
eral varieties at once. An hallucinated individual can be seen, heard 
and felt; flowers are seen and smelled at the same time that music 
is heard and a voice speaks to the patient; an hallucinating person, 
who believes she is being projected into space, reports that she 
feels herself rock and sway while planets and jewels appear, and a 
voice tells her what she must and must not do. However, for the 
sake of simplicity in exposition, we shall draw most of our illustra- 
tions from hallucination in which the patient reports that one or 
another variety is dominant. 

For a definition and discussion of the pseudocommunity, see Chapter 14 . 
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Auditory hallucination 
The auditory hallucination is the commonest persistent halluci- 
natory response in the behavior disorders, and its function is 
usually communicative. The clarity reported for hallucination 
shows wide variations. Some individuals speak of hearing confused 
sounds, mutterings, whispers or indistinct mumblings, while others 
say they hear voices as natural and loud as that of the examiner 
when he is actually speaking. The sounds, mutterings, whispers, 
mumblings or clear voices may seem to the patient to be coming 
from a distance, from a point close by, or even from within his own 
body.^“ Sometimes the patient reports responses which resemble 
hallucination, but which neither he nor the behavior pathologist 
studying him can with certainty distinguish from ordinary thinking 
and recall. ° 

Hallucinating persons vary greatly in the definiteness with which 
they localize the stimulus. At one extreme the patient may say that 
voices seem to come out of the air, out of his thoughts or mind, 
that the voices are all around him, or that they “just happen” and 
apparently give no clue whatever of their possible source. At the 
other extreme the localization is made with assurance. The voice 
comes from a certain corner of the room, from the roof or the base- 
ment, or through a particular window. One patient in the clinic 
heard his father “and a woman up there” getting in touch with 
him from an upper floor through the radiator. Another could hear 
talking coming from the water faucet when it was not running. 
Overhead lights are frequently accused by the hallucinating indi- 
vidual of transmitting the sound of voices. A patient who was 
greatly frightened by voices that shouted at him in his room said, 
when he was out on the ward, “The voices don’t yell at me out 
here; they’re in that room back there.” 

The hallucinated voices may be attributed to specific individuals, 
with or without the simultaneous occurrence of visual hallucination. 
Thus, patients report hearing the voice of God or the devil,i® of a 
prominent living or historical personage, of a parent, grandparent, 
sibling, offspring or other relative, of some specific friend or lover, 

^i!l’ ‘‘HaUucinations in psychosis,” Jour. New. Merit. Din., 1936, vol. 
oo, pp. 405-421. 

12 E. Semrad, “A study of the auditory apparatus in patients experiendne 
aucUtory hallucinations, Amer. Jour. Psychiat., 1938, vol. 95, pp. 53-63. 

schizoid children,” Merit. Hug., 1931. vol. 

15, pp. 106-134. 
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or of an enemy. Sometimes they complain that the voices are 
strange and unfamiliar, of persons they have never seen or heard 
before and do not know. One of our patients wrote her family: 
‘Tve been getting encouragement from unknown voices and have 
been hearing daddy calling me and voices I’ve heard before. 
They’re the only things that have kept a ray of hope in me alive 
that I might see my relatives some day. . . . I’ve heard George Jas- 
per’s voice ever since I came.” Another heard a famous actor call- 
ing to her and saying, ‘Tou’d better be truel You’d better be true!” 
God’s voice said to another patient that he was doing wrong: “I 
hear him all the time. ... I believe I have a religious complex. He 
says he is going to kill me dead tonight if I don’t get some will 
power.” To another the voice of God said, “Tears, no supper 
Christ and blood.” 

The auditory hallucination may be of voices speaking to the 
patient, conversing with him or only talking about him. As in some 
of the examples just given, the hallucinating person often reports 
the words said to him whether he is able to attribute them to a 
specific source or not. When the voices speak to the patient, they 
may threaten, reproach or revile him, give him orders and instruc- 
tions, warn and advise him, supply him with information or news, 
and sometimes comfort or entertain him. Not infrequently an 
hallucinating patient cannot repeat what he hallucinates, but can 
at most render the general sense of it. In some cases this is un- 
doubtedly an expression of unwillingness to confide, and in others 
the hallucinated words are very likely repressed. However, there 
are many patients whose hallucination seems not to be formulated 
in readily communicable speech, but probably represents unver- 
balized attitudes which they attempt to share with others in speech 
equivalents. 

The importance of what is said varies from the most dramatic 
command (“They say to kill myself!”), accusation (“I hear someone 
in the air telling me I’ve committed a great sin and there’s no for- 
giveness”), or announcement (“Collins is king!”) down to the most 
trivial small talk. Sometimes the anxiety or anger which gives rise 
to hallucination, or results from it, precipitates sudden aggression, 
Msaults on persons or things, headlong flight or suicide. Hallucinat- 
ing patients also commit assaults upon others and themselves with- 
out acute anxiety or anger. This is particularly true of schizophren- 
ics who hear voices directing them to mutilate or kill and who, if 
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they survive, can give no reason for the act other than that a voice 
commanded it. 

Some patients hallucinate scraps of talk that seem to mean 
nothing to the patient at the time. For example, one patient asked 
in great perplexity, “Why do voices say, "Tvs^o days old? They 
keep saying that and it doesn’t make sense.” In certain instances 
hallucinated words simply echo the person’s own self-reactions, 
even to the point of using the pronoun 7, instead of he or she. 

The following verbatim account illustrates several of the charac- 
teristics of auditory hallucination to which we have referred. There 
are^ variations in relative clarity and in the definiteness of the 
patient s ascription of her responses to particular persons. Toward 
the end of the paragraph an interesting transition occurs from self- 
reaction echoes, to a woman’s voice, a man talking to the woman, 
a family fight, identification of the man’s voice as a member of the 
family, and finally small talk and information. This sample was re- 
corded while the patient, a schizophrenic young woman in the 
fourth month of her illness, was actively hallucinating. 

"... They were sure plentiful when I first got here. Voices all 
the time saying I’m dying or something. ‘If you like criminal col- 
leges, stay there!’ ” The patient could not say whether voices, 
which she still sometimes heard, were men’s or women’s or what 
their source might be. She continued: “When I came I’d hear voices 
telling me not to go to bed and, believe me, I didn’t go! I was so 
scared. Id hear voices in the morning telling^me to get up. I 
thought it was someone I knew that was up here giving me instruc- 
tions. I hear it now. It said, ‘I’m hit.’ You’ll hear it! You wait a 
minute (listens). There! You dem fool!’ I can’t imagine what 
they mean. Listen! Listen carefully. Don’t you hear a kind of 
sobbing voice? You can hear it distinctly, ‘I’m sick.’ See if you can’t 
hear it. It’s a kind of mumbling voice. Once or twice I’ve heard my 
name mentioned. ‘I’m through,’ ‘I’m a fool.’ I hear it just as plain 
as day, in both ears, a sobbing voice above the (running) water. I 
hear a woman’s voice now. Sounds like he’s tall^g to her, sounds 
like a family fight. It sormds exactly like daddy’s voice. You listen. 
Says something about Mrs. Jones, says somebody’s going to Yale.” 

Conversations between the patient and the voices that he hallu- 
cinates are not uncommon. These discussions, like conversation be- 
tween two normal persons and like the role-taking of ordinary 
soliloquy, may be pleasant and earnest; or they may be exceedingly 
unpleasant and even amount to an open brawl. 
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Thus, one of our patients argued endlessly with voices which she 
said came out of the steampipe mains. Every now and then she 
would begin shouting and cursing at them. She included in her 
rebuttals some of the accusations she had been bal1iif>inaHr.g so 
that a listener could get many clues as to what the voices were 
calling her. When her physician spoke to her during one of these 
episodes, she struck him “for taking sides” against her. 

Another patient spent the greater part of her time over a period 
of more than three months in conversation with imaginary persons. 
Some of these she evidently hated, while others seemed to please 
and entertain her. One of the latter was a man with whom she 
was in love. Scraps of the conversations, or rather of her side of 
the conversations, could often be overheard. For example, when 
she was alone in her room one day, the patient said aloud, ‘It’s nice 
to be friends,” and, “Yes, you did say it, but you didn’t understand 
my implication!” She could be seen smiling at the invisible speaker 
and arching her eyebrows coquettishly as she answered him. When 
someone entered her room, she sometimes continued the conversa- 
tion without spoken words, by means of smiles and frowns, facial 
grimaces, noddings and shakings of her head and little gestures. 

Some patients hallucinate voices which do not speak directly to 
them or converse with them, but only talk about them, criticizing, 
deriding, defending or praising them, commenting on everything 
they do, predicting what they will do next, or discussing them with 
other hallucinated voices. Thus, one of our patients believed that 
he could hear a man and a woman perpetually discussing him, his 
activities, his past and his intentions. The man usually accused him 
and the woman defended him. On the other hand, a female patient 
of ours, who also heard herself discussed by a man and a woman, 
had the impression that the man approved her doing things that 
were good for her, while the woman was “just judging, not inter- 
ested one way or the other.” These voices were so continuously 
present that she thought, “It may possibly be two women and two 
men, for they must relieve each other.” 

As some of our illustrations have already shown, patients differ 
greatly in their general reaction to the voices they hallucinate as 
well as to the mere fact of hallucinating at all. Some are terrified 
by the situation, some appear only mystified and perplexed, while 
others are obviously pleased and comforted by what they hear. 
Moreover, the reaction varies in many patients from time to time ^ 
as the character of what they hallucinate varies. 
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The woman whom we cited above as conversing coquettishly at 
times with hallucinated voices, showed at other times a very differ- 
ent reaction to her hallucination. The appearance of interest and 
entertainment would often change to one of indignation, anger and 
outrage. Sometimes she wept and screamed because, she said, she 
had to listen to such disgusting things. Occasionally she appealed 
to physicians and nurses for help against hallucinated persons. One 
day, for example, she suddenly biust into sobs and cried out loudly, 
“They don’t understand! I am not crazy. ... No one believes me, 
but that man keeps talking to me all the time. He is right up there 
in the comer of the wall. He must be mentally deficient, and when 
he keeps talking to me he makes me feel that I’m mentally de- 
ficient. Please find out if you can where he is. Get someone who 

planned this building to let you see the plans He’s been here 

ever since I have. No one believes me. Doctor Thompson says I 
don’t hear him, but I do. Please believe me. I can’t stand it much 
longer. Don’t leave me alone, because he’ll start talking to me 
again.” 

Patients with behavior disorders, like normal persons, usually try 
to account for the voices they hallucinate. Many of the hypotheses 
they advance are the same as those advanced by normal individuals 
to explain dreams, hypnagogic hallucinations and coincident think- 
ing. Thus, patients commonly attribute what they hear to spirit 
communication, inspiration, possession, thought waves and tele- 
pathy. Some hallucinating persons crystallize their misinterpreta- 
tion early and never change it; these have their normal counterparts 
in the many persons who are forever firm in the conviction that they 
have heard a dead relative speak to them. Other patients remain 
uncertain for a time, but eventually fix upon an interpretation 
which as a rule is woven into the delusions they develop, and shares 
the general drift and organization of the delusions. It may there- 
fore be plausible or absurd, well systematized or weird and bizarre, 
communicable or incommunicable. The explanation offered to the 
inquirer, especially if the hallucinating individual has already been 
much questioned, is frequently one which has been found empir- 
ically to bring a quick release from the clinical inquisition. 

Some patients do not fix upon a finalistic interpretation of their 
hallucination for a long time, even for years. Among persons who 
are accustomed to self-inquiry and verbal formulation, one often 
meets a patient whose explanations range from the most super- 
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stitious to the most sophisticated hypotheses.^* Thus the same indi- 
vidual says she hears “spirit voices” telling her to do and not to do 
things, but adds that they are probably just thoughts in my brain.” 
Sometimes they seem like the voices of people around her and 
sometimes they are voices in herself. Another patient talks to a 
voice she hears from outside her window, but she “knows” it must 
be her imagination. An almost recovered patient spoke freely of 
her delusions in retrospect as absurd and imaginary, but said that 
she “could not see how” the hallucinating could be in her own mind. 
There was some evidence that hallucination, although denied, was 
still sometimes present. Occasionally one finds a patient who is 
puzzled and inquisitive about the voices he hears, but remains com- 
pletely at a loss to account for them. 


The behavior pathologist who studies auditory hallucination 
quickly discovers that the voices reported to him are as a rule pro- 
jected self -reactions. That is to say, the hallucinated attitudes and 
responses are the patient’s evaluative reactions to his own behavior. 
These he has previously acquired from the evaluative reactions 
of other persons to him or to individuals with whom he now identi- 
fies himself.” In his hallucinations he commands himself with God’s 
voice or his father’s, he reproaches himself with his mother’s voice, 
reassures himself and speaks compassionately with the voice of 
Jesus, a saint or a beloved person who has died.” He curses and 
sneers at himself with the voice of detractors; he praises and exalts 
himself with the voice of a worshiper or a lover. The models for 
these self-reactions are all around him. He has been reared on 
expressions of social evaluation in the form of direct comment, of 
transmitted commandments, of promised reward and punishment, 
and of discussions and characterizations of others’ behavior. He 
has practiced self-evaluation and the evaluation of other persons 
in his talk and his fantasy, both when awake and when asleep. 

1* An important contributicm to the phenomenology of hallucinations comes 
from the hand of a patient whom A. Rosanoff has diagnosed as schizophrenic. 
See J. Lang (pseudonym), “The other side of hallucinations,” Amer. Jour 
Psychua 1938, vol. 94, pp. 1089-1097 and 1939, vol. 96, pp. 423-430- “The 

side of schizophrenia,” Psychiatry, 1939, vol. 2 
pp. 195-2^; The other side of the ideological side of schizophrenia ” Psuchi- 
atry, 1940, vol. 3, pp. 389-394. ^ 

F. Curran reports that some alcoholic women hallucinate the voice of a 
prent or grandparent telling them not to drink. “Personality studies in alco- 
holic women. Jour. Nerv. Merit. Dis., 1937, vol. 86, pp. 645-667. 

18 See self-reactions in Chapter 4, disowning projection in Chapter 6 self- 
control, self-criticism and conscience in Chapter 10. ’ 
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A remarkably naive use of the hallucinated commands of God is 
obvious in the reports given by an intelligent but negativistic 
schizophrenic patient. “God tells me to take the water, but he says 
I do not want the pill.” “His voice tells me not to eat that supper.” 
“God tells me not to dress but to lie still in my kimono” - and the 
patient became combative, saying she would not oppose God s will, 
when the nurses insisted that she dress. Another patient, who ex- 
pressed hatred toward the hospital personnel, reported hearing the 
voice of God telling her she must leave at once and go to her 
distant home; she then attempted to run away, even though she 
had neither money nor traveling clothes. A depressed young man, 
who was failing hopelessly in his college studies, heard the voice 
oi Jesus comforting and reassuring him as he walked about the 
campus. After he was dropped from college, he no longer heard 
the voice, even though he remained depressed for several months. 
A lonely young woman, whom we shall cite later on, saw and heard 
her mother who, in efiFect, asked tlie patient to die and join her in 
heaven. Bender and Lipkowitz,^^ in a study of hallucinating chil- 
dren, whom tliey found to be lonely and unhappy, report similar 
self-reactions with disowning projection. 

Fantasy becomes hallucination, we have said, only when the 
fantasying person attributes what he imagines to some source out- 
side of his own thinking. In most of the cases we have used as 
illustrations the patient has disowned his self -reactions and attrib- 
uted the words, and the attitudes appropriate to the words, to per- 
sons or agents other than himself. This is exactly what the normal 
individual does in dreams and daydreams, and to a limited degree 
also in social communication, as we have pointed out in Chapter 6. 
The variations that patients exhibit in their ability to assign voices 
to specific persons or spirits represent, of course, variations in the 
completeness of their disowning projection. Thus, we would call 
disowning projection maximal when an hallucinating individual 
insisted that he could hear his dead father’s voice counseling him, 
incomplete when he rejected the voice as his own but was unable 
to attribute it to a specific source, and minimal when he believed 
the voice to be in his thoughts, his brain or his mind. 

Although, as we have indicated, most of the auditory hallucina- 
tion in behavior disorders refers to speech, not all of it does. 

L. Bender and H. Lipkowitz, “Hallucinations in children,” Amer. Jour. 
Orthopsychiatry, 1940, vol. 10, pp. 471-490. 
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Patients also report hearing laughter, groans, screams and animal 
cries. Some complain of the sound of bells, horns and music, or of 
shots and the noise of fighting. A schizophrenic girl said, “Different 
factions are fighting against each other and revolutions are going 
on. Last night I heard two shots and I thought my father and my 
brother had been killed. A depressed woman could hear people 
whistling, church bells ringing and drums beating, and she added, 
“There are no noises in my head.” Auditory hallucination, like 
auditory recall, is frequently accompanied by visual imagining 
which is also mistakenly attributed to the stimulation of a receptor 
by something other than the patient’s own behavior. Visual hallu- 
cination also appears without auditory accompaniment. 

Visual hallucination 

Visual hallucination in the behavior disorders is next in order of 
frequency to auditory. According to hallucinating patients, what 
they see may vary in clarity from something shadowy and indistinct, 
of which they themselves remain uncertain, to objects as realistic as 
anything in the shared environment. Hallucinated things may ap- 
pear as integral parts of the social context, or seem independent of 
it and even contradict it. Sometimes they appear in their own 
hallucinated context which more or less obliterates the social one. 
A patient may assign what he hallucinates to a specific place in the 
shared environment; he may locate it in another world or just in 
space, in his own eyes, his head, brain or mind. And he may be 
uncertain as to whether he has seen, hallucinated, dreamed, recalled 
or imagined what he reports. 

The person or object which a patient hallucinates may seem to 
him familiar or unfamiliar, trivial, commonplace, extraordinary, 
monstrous or indescribable. If, as in many acute behavior disorders,' 
the patient is confused and exceedingly anxious, the occurrence of a 
visual hallucination may initiate aggression, assault, flight or suicide, 
just as in the auditoiy variety. Also, as in the case of auditory 
hallucination, a patient who is not acutely anxious or angry may be 
directed by a vision to mutilate or kill another person or himself. 
However, even in acute episodes visual hallucination sometimes 
provides comfort and entertainment, while in subacute and chronic 
behavior disorders the patient may derive his greatest satisfaction 
from it. 

Visual hallucinations vary in theme and development as richly 
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as do dreams and daydreams to which, of course, they are inti- 
mately related. Their variety and their relationship to dreams and 
daydreams will again be taken up when we discuss schizophrenic 
disorders and acute cerebral incompetence. At this point, however, 
we shall introduce by way of illustration a few characteristic ex- 
amples that cut across the classifications in the chapters that follow. 

A schizophrenic girl complained that when she closed her eyes 
she saw all kinds of figures, flowers and plants floating through the 
air, large rooms and many colors, a stairway and banisters, a mop 
and somebody feeling for the handle, the hem of a skirt and some- 
one reaching for her shoestring. She saw bright lights when she 
pressed her eyeball, but one day when she did this she saw a res- 
taurant and was frightened. Sometimes when she put her hand on 
a doorknob the door began swinging back and forth. A hand 
reached out at her from a bookcase. She saw pictures “of almost 
anything,”and believed that this was the result of “imagining so 
hard that things seemed real.” 

In contrast to these fragmentary but relatively commonplace 
visions are the weird, inexplicable “pictures” of which a patient in 
an averse retarded depression complained. 

“I’m not a bit better, and the pictures I can’t describe. The pic- 
tures are far away, and everything makes pictures. I’m begging so, 
and I cant reach them. I say this all the time, so don’t write it 
down. I feel every minute I breathe. The top of my head is like 
the sky, and these things are on it, everything, hospitals and the 
world. When I close my eyes, I go into these pictures. My body 
makes a jump, and I don’t know the difference between yesterday 
and today. I have to close my eyes. Each layer is like layers. It’s 
like a body left on earth. . . . And there is more, of my mother - 
she tries to reach me. Not so much of my father. . . . They aren’t 
dreams. Everything makes pictures - streets, people, electricity, 
streetcars. They all make pictures in my head, and there won’t be 
anything to prove it. Your reports are past reports and I’m in the 
present — that sounds crazy.” 

A patient in an acute schizophrenic excitement, who was exceed- 
ingly frightened at the time, shouted at a man she was hallucinating; 

"Come on in here and fight like a man! Come on! Come on in! 
You’ll be caught and killed. You are killing me. Here he comes. 
He’s going to kill me. Kill him! Kill him with a mallet!” She 
screamed and began to cough. “Now he’s cutting my windpipe - 
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are you going to let him kill me?” And on another occasion, “I see 
him around that light — he is looking at me. I can’t see him like 
that!” Pointing at her pillow, she said in a frightened voice, “There 
are two eyes over there; they are burning right into me.” Another 
schizophrenic patient complained of visions that took fantastic forms 
derived from Greek mythology which she had studied. At one time, 
for example, she saw her dead grandfather and grandmother who 
had apparently been brought up by Neptune from the bottom of 
the sea to sleep with her. 

A depressed woman gave the following retrospective account of 
visual and auditory hallucinatory behavior which, she said, took 
place in broad daylight. 

She had been thinking of her dead mother and wishing she 
could join her in death. She began crying and then saw her mother, 
who spoke to her. “I thought she was trying to get me out of my 
suffering. She said it was very lovely where she was and she’d 
like to have me with her. She looked like herself - 1 thought it was 
real. I wasn’t particularly frightened then. I wanted to go to her. 
... I told her I d like to come. I could hear her voice. There was 
nothing unusual about her.” 

The behavior pathologist finds important similarities between 
visual and auditory hallucination. The responses in both are derived 
from fantasy, both show a close relationship to the delusional atti- 
tudes of the patient, and both represent disowning projection sim- 
ilar to that of normal dreaming and daydreaming. Visual hallucina- 
tion exhibits maximal, incomplete and minimal disowning projec- 
tion according to the same criteria advanced for auditory: that is, 
according to the degree to which the patient identifies and locates 
what he hallucinates outside of himseh. Visual self-reactions 
like auditory, are the result of years of self-observation, of learning 
to behave toward oneself as a social object in some of the ways that 
others behave toward one. Visual hallucinations are to some extent 
derived from visual self -reactions and from the reactions a person 
sees others give to his appearance. 

The most important difference between visual and auditory 
haUucination derives from the relatively incidental character of 
visual participation in ordinary normal conomunication, as con- 
trasted with the leading part played by auditory participation. 
Human biosocial behavior is organized chiefly in terms of talking 
and thinking; and as we pointed out in Chapter 4, thinking is itself 
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moulded by verbal communication as language behavior is acquired 
during chilcpiood. Talking and thinking, we have said, provide 
everyone with an almost continuous flow of behavior sequence 
which serve as well in intraindividual communication as in inter- 
individual. Visual participation in communication and in the recall 
of communication may at times be an important or even a crucial 
auxiliary, but as a rule the continuity, the sequential character of 
communication and recall, is not provided by visual activity alone. 

We must not forget that in the behavior disorders the most sig- 
nificant factors are always biosocial in origin or implication. The 
individual develops need and meets delay, thwarting and conflict 
which interfere with satisfaction or with his after-reaction of grati- 
fication. In this situation the behavior of any individual, his adap- 
tive and maladaptive techniques, his pondering and his self-react- 
ing, consist largely of role-taking carried on in symbolic form. For 
many persons visualization may be indispensable in rounding out 
recall, speculation and imagined satisfaction. But it is the partici- 
pation of language behavior in some form, or of fantasy originally 
organized in communicative terms, that forms the matrix of this 
role-taking and gives it continuity. 

What applies to the visual components of fantasy applies also to 
visual hallucination which is fantasy’s product. The typical visual 
hallucination in normal and abnormal persons is something that 
comes and goes; if it remains long or develops a sequential organ- 
ization, the probability is that communicative techniques are also 
being hallucinated. Otherwise, what is hallucinated tends to be 
successive rather than sequential, a shifting panorama or a series of 
relatively discrete scenes. Even the “pictures” of which our de- 
pressed patient complained seemed from her account to consist of 
a succession of objects and places without continuity; moreover, 
she reported that there was no talking mingled with them. 

Visual hallucination usually occurs in a setting of deep preoccu- 
pation with personal need, anxiety or frustration, and its recurrence 
suggests that the situation giving rise to it has recurred. It may 
impress the patient because it suddenly increases his need, anxiety 
or frustration, even though these are responsible for its occurrence 
in the first place. It may also impress him because it represents 
closure, whether the closure be comforting, frightening or awe- 
inspiring. But in any case the visual hallucination in behavior dis- 
orders always arises from antecedent or coactive fantasy, and it is 
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usually preceded, accompanied or followed immediately by audi- 
tory and other varieties of hallucination. 

Other varieties of hallucination / 

Next to auditory and visual hallucination the most important 
varieties in the behavior disorders are the olfactory and the gusta- 
tory. Both the latter appear as a rule in persons already made 
selectively reaction-sensitive to danger by their delusional develop- 
ment. Thus, persons who beheve themselves persecuted, or under 
a malign influence, often insist they can smell or taste poisons by 
means of which they expect to be rendered helpless or killed. 
Others maintain that they are being deliberately annoyed by foul 
smells and tastes which someone is introducing into the air and the 
food. It is not uncommon for patients to complain of body odors. 
These complaints, as we said in discussing delusions of body 
change, may arise as the result of conflict over autoerotism and are 
sometimes accepted by a patient as evidence of disease or decay. 
Occasionally, a person who is convinced that he is dead, at a funeral 
or in heaven, reports smelling fragrant flowers when no fragrance 
can be detected by an impartial observer. An example of this will 
be given in our presentation of schizophrenic disorders. 

Hallucinations of movement and of changes in equilibrium 

such as rocking, swaying, floating, swimming and flying — are less 
common than the other varieties in behavior disorders. Their sig- 
nificance can usually be derived from the delusional context. Thus, 
a depressed person, who believed that she was condemned to wan- 
der through the universe forever, could feci her bed rock and pitch 
at night as though it were a ship at sea. A schizophrenic patient, 
who believed that her hope of salvation lay in her reaching the 
moon, hallucinated objects whizzing past her and could feel herself 
flying through interplanetary space. 

Cutaneous hallucination and visceral hallucination are common 
and frequently important responses in the behavior disorders. Like 
the other varieties, they derive their significance from the delusional 
attitudes which support them and to which they in turn contribute. 
We have already encountered both cutaneous and visceral hallu- 
cination in relation to delusions of influence and delusions of body 
change; and we shall meet them again in the depressions, in schizo- 
phrenia, and in the paranoid disorders to which we shall now turn. 




Paranoid Disorders 


THE TERM pamnoia was current in ancient 
Greece and Rome up to about the second century a.d., but it seems 
to have been used more or less indiscriminately in a sense equiv- 
alent to that of our modern catch-all, insanity. It was revived for a 
brief period in the eighteenth century and again in the nineteenth, 
since when it has remained permanently in the literature but with 
widely varying meanings. Paranoia received its present rather pre- 
cise formulation under the influence of Kraepelin, who reserved 
the name for cases of chronic, highly systematized delusions with- 
out personality deterioration. 

The Kraepelinian conception of paranoia, however, has turned 
out to be so resti icted in scope that only the rare case of systema- 
tized delusion can qualify under it. On the other hand, paranoia- 
like cases are not at all uncommon in office, clinic and hospital 
practice. These do not quite correspond to Kraepelin s formulation 
of paranoia, being less often chronic and having delusions that are 
less systematized, but they still show neither serious disorganization 
nor serious deterioration. Such cases have for many years been called 
paranoia-like or paranoid. A growing recognition of the relatively 
greater importance of these paranoid disorders has finally led to 
the inclusion of paranoia under them as merely a rare \'ariant.^ It 
should be noted that in contemporary usage the word paranoid is 
equivalent to delusional, and the once prevalent term paranoid 
delusion has thus been reduced to tautology. 

By paranoid disorders we mean behavior which is dominated by 


United States Army Technical Medical Bulletin No. 203 (Washington 
D.C.: United States Government Printing Office, October 19, 1945), Section 
IS. Also repnnted in Jour. Ment. Science, 1946, vol. 92, pp. 425-441 and 
in Ment. Hyg., 1946, vol. 30, pp. 456-476. " 
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more or less systematized delusional reactions, but which shows 
little or no tendency toward disorganization or deterioration, is not 
incidental to mania or depression, and lacks an adequate basis in 
organ or tissue pathology. Of the delusions already discussed, only 
two kinds appear prominently in paranoid disorders, those of perse- 
cution and those of grandeur, and delusions of persecution are by 
far the commoner of these two. The greater prevalence of perse- 
cutory paranoid disorders is undoubtedly related to the fact that 
our culture provides an abundance of fear, hatred, guilt and inse- 
curity excitants for everyone, while it offers comparatively little 
support to persistent self-reactions of personal grandeur. Because 
the persecutory variety is the prevalent form of paranoid disorder, 
we shall use it in what follows as oiur principal example. 


DEVELOPMENT OF PARANOID DISORDERS 

Delusional behavior, we have said, is common among normal 
individuals and most common under conditions of special need or 
anxiety. Thus, in everyday life we find that expectant or emotional 
attitudes and reactions of personal insecurity tend to favor delu- 
sional development by making one reaction-sensitive to whatever 
arouses them, while detached or relatively unemotional attitudes 
and reactions of personal security tend to avert delusional develop- 
ment.^ Delusional incidents are of frequent occurrence also, be- 
cause everyone must be continually acting on the basis of incom- 
plete and uncertain data. Indeed, to proceed only on the basis of 
completeness and certainty would be to accomplish virtually 
nothing, since almost nothing is finished and sure. Those excep- 
tional individuals whose need or anxiety compels them to seek abso- 
lute certainty, as we saw, for example, in the eompulsive disorders, 
are by that very fact rendered susceptible to the development of 
serious behavior pathology. 

The normal person has neither the opportunity nor the time, nor 
for that matter even the inclination, to check rigorously on every- 
thing he does, sees, hears or thinks. It is therefore inevitable that 
he should make frequent mistakes in his everyday interpretations, 
inferences and conclusions. Many of these mistakes are never cor- 

f See, for example, the study of reactions to a radio broadcast of the fio- 
bbous account of a MarUan invasion of the United States. H. Cantril The 
Invasion from Mars. Princeton, N.J.: Princeton University Press, 1940.' 
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rected, and in the great majority of instances no harm results. But 
every now and then a misunderstanding has important personal 
consequences that call for a reconsideration, if trouble is to be 
averted. 

To be successful in correcting the important mistakes in interpre- 
tation, inference and conclusion, and thus to eliminate the possi- 
bility of a paranoid disorder, a person must have adequate skill in 
taking roles and shifting his perspectives under stress, and his 
need or anxiety must be neither excessive nor everlasting. For we 
know that ease in shifting perspective in a crisis — from that of 
participant, for example, to that of disinterested observer -is the 
basis upon which the average person is enabled to correct in one role 
what he may have misunderstood in another. If, instead, an indi- 
vidual must depend upon rumination, solitary observation and un- 
shared surmise in personally vital matters, there is little to prevent 
his delusional convictions from growing into paranoid disorders. 

Contrary to popular belief, paranoid disorders end as a rule in 
recovery and rarely develop the elaborate, logically systematized 
organization of classical paranoia. The rarity of rigid logical sys- 
tematization in paranoid disorders should not surprise anyone, since 
it is exceptional, even among highly intelligent and well-trained 
normal persons, for matters of deep personal and emotional signifi- 
cance to be settled by operations of strict verbal logic.* Moreover, 
as we have already pointed out, different kinds of human behavior 
show different degrees of social maturity in the same individual; 
and it is the unshared, personally important emotional behavior 
which in all of us is most likely to include ambiguities, self-con- 
tradictions, ambivalences and other logical violations in its organ- 
ization. Thus, we find, in intelligent or highly trained persons as 
well as in the unintelligent or untrained, that delusional convic- 
tions often develop into paranoid disorders on grounds which seem 
almost incredibly absurd to a dispassionate observer. We shall see 
most of these fundamental facts illustrated in the two following 
cases. ° 


A thirty-nine-year-old successful lawyer consulted an internist, 
complaining of sleeplessness, tension, headaches and loss of appe- 
tite. The internist, finding no adequate basis for the complaints in 


3J. Morgan and J. Morton, “The distortion of syllogistic reasoning pro- 
duced by personal convictions.” Jour. Soc. Psychol, 1944, vol. 20, pp. 39-59. 
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organ or tissue pathology, referred him to a psychiatrist. In the 
course of several consultations with the psychiatrist, the patient 
gave no important evidence of personal difficulties excepting his 
repeated, unsolicited insistence that his sex life had nothing to do 
with his symptoms. “I know what you doctors think,” he kept say- 
ing. EventuaDy, however, it came out that for several months he 
had been tormented day and night by the conviction that he was 
the victim of a conspiracy between his wife and her physician, and 
that her family knew of the conspiracy and condoned it. 

According to the patient, he had become suspicious when his 
wife, who was of Italian extraction, had insisted upon going to an 
Italian obstetrician, the friend of her parents. This was her second 
pregnancy, and in her first she had been content with the care of a 
general practitioner whom none of them had previously known. 
The patients distrust was heightened by the fact that his wife 
seemed pleased with the frequency and regularity of her visits to 
the obstetrician and praised the kindness and consideration with 
which he treated her. Finally, suspicion of her conduct was trans- 
formed into certainty that she had been unfaithful to him when, 
following his wife’s delivery, the patient received a bill far smaller 
than he had expected. He was convinced that the child was not 
his but the obstetrician’s, and that this explained his wife’s choice 
of physician, her failure to complain of the tedium of repeated ex- 
aminations, the small amount charged for professional services, and 
even his wife’s delight in her baby and her decreased attention to 
her first child. 

The novice, hearing this succession of unwarranted inferences 
and their outcome in delusional conviction, may easily be himself 
misled into concluding unjustifiably that the patient must be in- 
capable of reasoning or must have a “diseased mind.” He can 
avoid committing such an error if, instead of being preoccupied 
with questions of mere verbal logic, he attempts to understand 
the biosocial background of the delusional development. Our 
patieiit, first of all, was a proud man, proud partly because he was 
chronically insecure, but both proud and insecure also because his 
parents had consistently overcompensated for their own humble 
origins by stressing always the importance of status and the high 
virtue of conformity. He was trained to look out continually for 
the approval of his neighbors, and to consider appearances before 
everything else. 

The patient left home for good when he was twenty-four, and 
at the age of thirty-one moved to a metropolis where he was thrown 
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in with persons of widely difFerent backgrounds. It was under 
these circumstances that he met and fell in love with a girl of 
Italian parentage. In spite of secret misgivings and the warnings 
he received from his own parents, he allowed himself finally to 
marry into a family for which he had neither liking nor respect. 
When he entered marriage, the patient did so also with the 
realization that his premarital sex pace had always been consid- 
erably below the level claimed by his companions. He feared 
that he might be unable to come up to the sexual expectations 
which, with no basis other than his own prejudices, he attributed 
to his wife because of the nationality of her parents. 

Because of his social prejudices and his doubts concerning his 
sexual adequacy, the patient found that his marriage meant a re- 
duction in personal security and status, whereas what he needed 
was an increase in both. His wife’s first pregnancy raised no major 
problems for him, but during the second one he involved himself 
in an extramarital sex adventure which was in part a spite reaction 
to his wife’s supposed attachment to the obstetrician, and in part 
an attempt at reassuring himself as to his own adequacy. This 
adventure unexpectedly aroused in him considerable guilt, self- 
condemnation and fear of discover)', which was augmented by the 
unwillingness of his partner in it to terminate the affair. 

From this brief sketch of the patient’s background, it is clear 
that his paranoid disorder arose, not because of some primary 
defect in reasoning, as behavior pathologists would have assumed 
fifty years ago, but because of selective reaction-sensitivity which 
was in turn determined by the patient’s life history. This insecure, 
conventionally reared man married into a cultural in-group from' 
which his own prejudices excluded him in his self-reactions. He 
could not accept his wife’s relatives and friends because he felt 
different in kind from them as well as superior. The sexual char- 
acteristics which he attributed to his wife, at first solely on the basis 
of prejudice and insecurity, became reinforced in his thinking as 
one result of his own sex misbehavior {assimilative projection). 

Out of an actual in-group of Italian-Americans, and the inter- 
actions of its members, the patient organized in his own thinking 
a pseudocommunity made up of the interrelationships he believed 
to exist between his wife, her physician and her family. They all 
differed from him and agreed among themselves in cultural back- 
ground, national derivation, childhood tongue and anatomical ap- 
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pearance. The second baby when it came looked, he said, like a 
little foreigner. It seemed to belong to this in-group from which 
he had by his own reactions excluded himself, and he could there- 
fore not accept it as his child. Thus, the baby’s advent, instead of 
bringing pride and increased confidence to the patient, had only 
confirmed his conviction and increased his isolation. Under pro- 
longed motivational analysis this man succeeded in working out the 
origins and implications of his emotional attitudes sufiBciently to 
overcome his paranoid disorder. 

We have said that it is exceptional for the uncomplicated para- 
noid disorder to persist indefinitely. Nevertheless, the accumulated 
total of those cases that do become chronic constitutes a grave 
social problem, for the community at large as well as for institu- 
tional psychiatry. It is therefore of importance to the average 
citizen, as it is also to the behavior pathologist, to understand the 
background of persistent and cumulative delusional convictions. 

For delusions of persecution to develop into a chronic paranoid 
disorder several conditions must be present. There must be some- 
thing of importance to which the patient is strongly reaction-sensi- 
tive, something that arouses insecurity, guilt, fear, humiliation, re- 
sentment or a sense of isolation and inadequacy. The patient must 
be one who builds up cumulative or persistent tensions easily, so 
that he tends to be habitually anxious, but at the same time intol- 
erant of suspense. He must have well-established habits of dealing 
with personal problems in solitude, by brooding, puzzling and 
ruminating, and poorly developed habits of shifting perspectives 
and taking successively different roles under stress. As a result of 
this one-sided development, such an individual lacks skill in the 
techniques of analyzing or retesting situations that make him un- 
easy; and because he cannot adequately share his attitudes in per- 
sonal matters with others, he has no way of objectively validating 
his conclusions in these areas. 

Cumulative and persistent paranoid disorders develop chiefly in 
persons who for some reason have failed to acquire adequate role- 
taking skills and have not learned habits of free discussion and 
interchange of attitude with others, excepting in impersonal mat- 
ters and at a relatively superficial level. When such an individual 
arrives at a conclusion, he cannot shift to another point of view, 
and therefore this conclusion remains the only possible one. Start- 
ing afresh with his conclusion, he proceeds with the same inade- 
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quate techniques and the same single perspective to make further 
inferences and arrive at similar conclusions, until finally he builds 
up a more or less consistent delusional organization. The patient’s 
progressive reaction-sensitivity determines his selection and inter- 
pretation of new incidents which fit into his growing paranoid 
system. In his ruminations the patient reshapes what he recalls — 
a procedure that is common also in normal remembering ■* — and 
includes this distorted product as confirmatory and supporting evi- 
dence for his delusional convictions (retrospective falsification). 

Once an insecure, socially unskilled person becomes suspicious, 
it is never difficult for him to find apparent grounds for his dis- 
trust. His long-established habits of ruminating over personal diffi- 
culties without sharing them, and his relative ineflFectuality in test- 
ing social interrelationships, make it easy for him to build up elab- 
orate structures of interpretation out of flimsy evidence. At every 
choice point such a person, because of his selective reaction-sensi- 
tivity, goes in the direction of prevailing fear, suspicion, resentment 
or guilt. He looks about him for confirmatory signs and finds them. 
Like a man who is actually wanted by the police, he watches every- 
thing and suspects everyone. The little movements, gestures, looks 
and signs that are always going on around us become to the reac- 
tion-sensitive, suspicious patient indications of a concerted plot of 
which he seems to be the object. Out of these selected fragments 
of behavior he organizes the paranoid pseudocommunity whose 
members seem united against him. In the following case we shall 
see how childhood determinants, vocational peculiarities, unfor- 
tunate mcidents and lifelong habits of social isolation are inter- 
woven in the development of a paranoid disorder.® 

The patient, an unmarried man of forty-nine, was brought to the 
hospital by relatives with the complaint that he believed himself 
pursued by gangsters who intended to capture, torture and then 
kill him. According to the patient, his difficulties had arisen sud- 
denly the day after a quarrel over a small racing bet which he 
had placed with bookies. It is of some importance to note that the 
patient, who had a steady income from previous business ventures, 
had not been working at all for several years prior to the onset of 

« See for example F. Bartlett, Remembering, a Studtj in Experimental and 
“r XT Cambridge, England: Cambridge University Press, 1932. 

N. Cameron, “The development of paranoic thinking," Psychol. Rev., 1943, 
vol, 50, pp» 21Q**233. * 
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his paranoid disorder. He lived alone in a cheap hotel and spent 
his entire time in sitting around idly, reading the papers, thinking, 
conversing, playing cards, placing around a dozen small bets daily 
on the ponies, and occasionally looking into business prospects with- 
out finding anything he wanted. It was in this setting of idleness, 
fantasy and small talk that his illness developed. There was, as we 
shall see, also a background of guilt, suspicion and resentment to 
help account for the patient s reaction-sensitivity to signs of punish- 
ment and persecution. 

The quarrel which seems to have precipitated the disorder grew 
out of the patient’s attempt to collect on a winning horse when the 
bookies insisted that he had put his money on a diflFerent horse. 
The patient, after fortifying himself with a few drinks, returned 
and noisily demanded the pay-off, shouting insults at the bookies, 
threatening them with prosecution and inviting them out on the 
street to fight. Eventually he cooled off and returned to his hotel, 
where he began thinking over what he had done. He remembered 
hearing stories of national gangster protection given to bookies. 
The more he thought about it, the more dangerous his threatening 
and insulting them seemed to him. 

Next day the patient noticed some strangers in the lobby, “rough- 
looking characters, and they seemed to him to be looking at him 
intently and to be signaling to each other. During the morning an 
automobile full of men stopped in front of the hotel door and the 
patient was convinced that he was about to be kidnapped, tor- 
tured and killed for the trouble he had been making. He began to 
notice strangers and loiterers everywhere he went, and they all 
seemed to be watching or shadowing him. He felt that he was a 
marked man, and barricaded himself in his room. From there he 
communicated by telephone with a relative, who was thoroughly 
convinced at the time that the patient was in deadly peril. They 
arranged to leave town next morning on a long automobile trip. 
However, the patient decided during the night that his telephone 
message must have been tapped by the gangsters, so he skipped 
town before morning, alone in his car, and headed for the home of 
another relative a thousand miles away. 

As the patient drove on, it became apparent to him that he was 
being trailed. In one city, for example, he saw a policeman exam- 
ining his auto license; this meant to him that the police were in 
league with the gangsters and were tipping them off. Once, in a 
shoeshining parlor, the attendant eyed him narrowly; this was a 
si^ that “the grapevine system was catching up.” He was deter- 
mined not to be caught alive, so he concealed razor blades about 
his person, earned a bottle of lysol in his pocket and sealed a lethal 
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dose of sedatives in a chewing-gum package. When he reached his 
relatives, it was evident to them that the patient was ill, they got 
wind of his suicidal intent, and, on the advice of a general prac- 
titioner, took the patient by air to the hospital. ^ 

In the hospital the patient felt for some time contented and 
secure. He was well-oriented, his talk was circumstantial but clear 
and sequential, there were no signs of behavior disorganization and, 
while he obviously preferred his own company, he was pleasant 
and courteous to others. In conferences with his psychiatrist he 
made frequent allusions to things in his past that he would like to 
get cleared up; but although given many opportunities to go into 
them, he could bring himself only to recount some unethical busi- 
ness dealings. When a shift in the medical staff was made, the 
patient persuaded the new physician to let him telephone a local 
pastor to come and visit him in the clinic. To the pastor he told 
the story of his recent diflBculties and, without consulting the 
physician, the two arranged for another visit at which, the patient 
intimated, he would go into other matters. 

After the pastor had gone, the patient began pondering over the 
visit in his usual way, and the more he thought about it, the more 
he suspected that he had been unwise to confide so much to a 
stranger. He recalled that the pastor was somewhat dark-skinned 
and foreign-looking, and he suddenly realized that his telephone 
call had probably been intercepted by the gangsters, who had sent 
around a confederate to pose as a minister of the gospel. He suf- 
fered a violent resurgence of fear and, although under expert sur- 
veillance, made a serious but unsuccessful suicidal attempt. Follow- 
ing this incident, the patient no longer felt safe in the hospital. He 
was unable to entertain any interpretation of the pastor s visit other 
than the one which fitted into his delusional system. He wished, he 
said, that he could be in a hospital that was in the middle of an 
army encampment. Failing this, he insisted upon being trans- 
ferred to a government hospital. 

Because of the patient’s inability to establish an adequate com- 
municative relationship with his psychiatrists, there remain serious 
gaps in what is known of his personal history, particularly in rela- 
tion to his sex behavior and interests. Nevertheless, even his rela- 
tively superficial account gives us important clues to the origins of 
his selective reaction-sensitivity and of his lack of the social ckillc 
he needed to protect him from paranoid developments. The 
patient’s childhood was motherless and he was shifted about among 
various relatives, “from farm to farm and from state to state,” now 
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with siblings and now separated from them. He never had the 
feeling that he had a settled place to live in. He grew up a lonely, 
insecure, brooding child who got along well in casual contacts, but 
lacked close friends with whom he could share confidences and 
exchange perspectives. He had always felt the need to confide and 
confess, he said, but he had never been able to do either. 

Early in adulthood the patient drifted into vocations that per- 
mitted him to continue in the pattern of living he had acquired dur- 
ing childhood. As a salesman he worked alone and on his own 
schedule, leading a restless, unsatisfying, roving life, moving his 
headquarters innumerable times and changing from one job to 
another. In spite of these shifts, and in spite of never liking his 
work, the patient achieved substantial financial success. By the 
time he had reached his ’middle forties, he was able to live on a 
modest scale without working. He never gained personal security 
and he never succeeded in identifying himself emotionally with the 
firms that employed him. The patient felt that his employers under- 
rated him and discriminated against him; they seemed always sus- 
picious of him as he was of them. In view of^the fact that spotters 
were regularly employed to check up on salesmen, it is difficult to 
decide how much of this was projection on the patient's part and 
how much was justified by what he knew. For a time he was him- 
self employed as a spotter, checking secretly on the activities of 
other field representatives. This work, he said, heightened his dis- 
trust, but it made him better able to recognize **what was going on.” 

After his return to selling, the patient believed that the oper- 
atives of his employers and competitors were continually watching 
and trailing him, a belief that may not have been wholly unfounded. 
His habitual insecurity at this time was increased by guilt over 
some business dealings outside of his agreements. Whenever he 
became convinced, on the basis of rumination and circumstantial 
evidence, that he was being persistently trailed, his reaction was to 
make a sudden change in his headquarters without consulting 
anyone. He had never seriously doubted the validity of these con- 
victions. It is obvious that the socially inadequate techniques by 
means of which the patient, under the stress of fearful fantasy, built 
up a pseudocommunity of homicidal gangsters were the same tech- 
niques which had kept him perpetually insecure in his work. It is 
also clear that the patient s lack of skill in role-taking and in shift- 
ing perspectives stood in the way of his recovery. 
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The paranoid pseudocommunity ° 

Both of the cases cited above illustrate well the development and 
operation of the paranoid pseudocommunity, which is a product of 
reaction-sensitivity and projection as we have defined them in 
Chapters 3 and 6. The patient, like the normal person, reacts selec- 
tively to his environment on the basis of dominant attitudes which 
facilitate certain responses and inhibit others. When he thinks he is 
under suspicion or scrutiny, he may proceed to watch and listen, as 
indeed anyone else might, and to ponder over what he sees and 
hears. However, as we know, skill in interpreting the attitudes and 
intents of another person depends chiefly upon skill in role-taking, 
since it is only by taking a person’s role that we can gain his per- 
spective and see things approximately as he sees them. The person 
who is relatively incompetent in this maneuver lacks one of the 
most important social techniques for the prevention and correction 
of delusional developments. In the extreme case, as we have 
pointed out, the patient has but one perspective in personally im- 
portant matters, and he can therefore arrive at only one kind of 
conclusion which, for him, is inescapable fact. 

■^e average person, when his observations, hypotheses and role- 
taking maneuvers only increase his insecurity or perplexity, usually 
turns to someone he trusts and shares his difficulties. This pro- 
cedure objectifies the situation by making it something discussed in 
terms of social communication, instead of something only brooded 
over in private fantasy. It gives the frightened or perplexed indi- 
vidual the comfort of sharing his anxiety, and it brings the role- 
taking resources of another person to bear upon the now mutual 
problem. The patient who, like our salesman, has never succeeded 
in developing habits of confiding and sharing, lives in a world of 
strangers with whom he cannot communicate in personal matters 
and from whom he can get neither comfort nor support when he 
feels discriminated against or threatened. 

The frightened solitary patient who seriously lacks the requisite 
skills with which to carry out shared social operations is like an 
unskilled and inexperienced man who finds himself lost at night in 
a jungle, and seems suddenly to become the focus of a hostile, 
living environment which is at first obscure and unintelligible! 
Every shadow, every sound and movement seems to threaten him 

6 N. Cameron, “The paranoid pseudocommunily,” Amer. Jour. Soc., 1943, 
vol. 4y, pp. o2-3o. 
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personally. His fear binds together trivial and unrelated incidents 
around him into a great net from which he can see no escape. Like- 
wise, the anxious patient, inept in social skills, attributes harmful 
intent to the trivial and unrelated responses of persons in his 
environment and of other persons whose existence he imagines or 
infers. He unintentionally organizes these individuals through his 
own reactions of fear and projection into an apparent community; 
in his interpretations their responses, attitudes and plans seem uni- 
fied and all directed toward him. The organization of this pseudo- 
conmunity does not, of course, comfort and reassure the paranoid 
patient, but it does satisfy his immediate pressing need for an ex- 
planation of what is going on. It brings the kind of relief from 
doubt and suspense that expected bad news brings when it finally 
comes. ^ 

The community which paranoid patients thus build up fails to 
correspond, of course, to any shared organization of interpersonal 
behavior. Moreover, the attitudes and intentions ascribed by the 
patient to those individuals whom he identifies as members of the 
community are not actually maintained by them, and they are not 
united in any common undertaking against him. In other words, 
what he takes to be a functionally integrated social group is only a 
pseudocommunity, an organization of his own reactions into a 
structure without social validity. We may define this pseudocom- 
munity as an organization of a patient’s reactions to the observed 
or inferred behavior of actual and imagined persons, on the basis of 
delusional conviction, which makes the patient seem to himself a 
focus or a significant part of some concerted action, malignant or 
benign. The patient’s conviction often comes suddenly, as closure 
or sudden clarification, with the familiar statement, “It has all be- 
come clear to me.” 

Unfortunately, the organization of a pseudocommunity in a 
patient’s reactions usually adds impetus to the whole delusional 
development, much as a new integrating scientific hypothesis may 
suddenly speed up research. The pseudocommunity, once organ- 
ized and formulated, tends to expand through progressive reaction- 
sensitization to include new activities and new personnel imtil the 
patient finally considers it a grave threat to his security. It is at 
this point that the paranoid patient bursts into defensive or venge- 
ful activity in the field of social operations against his pseudocom- 
munity. The social community, which usually cannot share in his 
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attitudes any more than he shares in the community’s, meets his 
aggression with counteraggression, and this seems to the patient 
final evidence that his fears and suspicions have been fully justified. 

The best organized pseudocommunities are to be found among 
the paranoid disorders, but they are by no means restricted to this 
group. For example, in the delusional behavior of schizophrenic 
patients we find disorganized but often richly fantastic pseudocom- 
munities. Manic and depressed persons also frequently develop 
this kind of delusional organization, although with them it is usually 
a by-product of the mood disorder which tends to disappear with- 
out special attention as the illness subsides. 


DETERMINANTS OF PARANOID DISORDERS 

It has been obvious throughout the preceding discussion that 
paranoid disorders are most likely to develop in those individuals 
who cannot readily seek counsel, who habitually work out their 
difficulties in solitary brooding, and who lack skill in the techniques 
of role-taking and in shifting their perspectives under conditions of 
personal stress. Many such individuals, by the time adolescence is 
reached, already have well-established attitudes of suspicion, criti- 
cism and resentment toward others, expect and demand special 
consideration of everyone, or show marked concern over the opin- 
ions others have of them, while lacking the necessary skills for 
sampling those opinions. We shall turn briefly to a discussion of 
some of the childhood influences that help to develop these pre- 
disposing behavior trends. 

Childhood influences 

Any child, in adopting the prevailing attitudes of his early en- 
vironment, is likely to develop habitual suspicion, resentment, pride 
and overconcem regarding his neighbors’ opinions of him^ if these 
are the habitual attitudes of his elders. For example, in an isolated 
mountaineer community where strangers are always treated as sus- 
pect and unwelcome, the average child will exhibit an attitude of 
suspicion and hostility toward strangers that would be considered 
pathological in the child of an ordinary rural or urban community. 
However, there are always individual families within the ordinary 
rural and urban community whose elders, for personal rather 
general cultural reasons, are habitually dominated by attitudes 
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favoring delusional developments and tend to train their oflFspring 
in similar attitudes.^ 

Children reared in a domestic or general cultural atmosphere 
where such attitudes prevail must be regarded as more susceptible 
than the average to paranoid disorders in middle life. Their dom- 
inant attitude organization tends to make them chronically insecure 
in personal interrelationships, interferes with their acquisition of 
social techniques and serviceable self-reactions, and so leaves them 
in a crisis with fewer behavior resources than they need to deal 
successfully with later biosocial problems. Of course, by no means 
all individuals with this childhood background become paranoid. 
As we pointed out in Chapter 2, adult personality organization is 
not usually determined by the characteristics of one parent or the 
effects of one personal trauma. There are two parents interacting 
with each other to help determine a child’s attitudes, there are 
siblings, a neighborhood with other children and other influential 
elders, and, sometimes most important of all, the peer culture at 
every age level from childhood through adolescence and adulthood. 

The social inadequacies that favor paranoid disorders may be 
the result, not of adopting a prevailing pattern, but of failure to find 
opportunities for developing social skills. As we pointed out in 
Chapters 2 and 4, the prime requisites for the development of ade- 
quate role-taking in childhood are parental acceptance, a secure 
home, freedom to explore the neighborhood at an early age and to 
engage in associative and cooperative play with other children. 
The child who, through neglect, denial, rejection or inhibitory 
supervision, is denied the security or opportunity he needs for the 
practice of social skills may be unable in later adult life to avoid 
paranoid disorder under personal stress. The same is true of the 
child whose elders lead him to develop self-attitudes of inferiority 
or guilt through their habitual reactions to what he says and does, 
or through the implications of what they do for him {indulgent 
overprotection) or to him {domineering overprotection). 

Parental attitudes such as these sometimes lay the ground in a 
child s self-reactions for the development in later life of paranoid 

^If a cMld OT an adult is directly indoctrinated in some specific delusional 
behavior by a dominant paranoid person, it is customary to speak of induced 
^ranoid disorder or folie d deux. See the article and bibUography by A. 
Gralnick, Folie ^ demc: the psychosis of association; a review of 103 cases 
English literature with case presentations," Fsuchiat, Quart 
1942, vol. 16, pp. 230-263 and 491-520. ^ 
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grandiosity. The grandiose paranoid disorder may be a direct 
reaction against parentally induced self-reactions of inferiority or 
guilt. It may also be an outgrowth of fantasied achievements with 
which the adult has learned to console himself for his failure to 
accomplish what parental overevaluation in childhood had led him 
to expect. 


Age and paranoid disorders 

It is undoubtedly significant that the great majority of paranoid 
disorders develop between the thirty-fifth and fifty-fifth years.® Two 
plausible explanations for this age-range present themselves. In the 
first place, the paranoid disorder is arbitrarily limited by definition 
to delusional developments which are more or less systematized 
and show no serious tendencies toward behavior disorganization. 
These specifications eliminate the delusions characteristic of the 
schizophrenic disorders which usually begin fifteen or twenty years 
earlier. From this it can be inferred that the socially inept person 
who undergoes maximal stress during adolescence or early adult- 
hood suffers behavior disorganization because he is at the time 
relatively immature. His social techniques are not yet well estab- 
lished at the level of adolescent or adult life and, like any other 
complex behavior that is still imperfectly learned, are more easily 
disintegrated by emotional disturbance, failure or conflict. To such 
a result we give the name schizophrenic disorder. 

The socially inept individual who manages to get through adoles- 
cence and early adult life without developing severe behavior dis- 
order, but who undergoes maximal stress after a decade or two of 
adult life, does not as easily develop disorganization as a reaction 
to severe emotional disturbance, conflict or failure. His social tech- 
niques, although still relatively inadequate, are sufficiently estab- 
lished as habitual operations to preserve the patient’s general per- 
sonality organization in spite of delusional distortion. To such an 
outcome we give the name paranoid disorder. We shall return to 
this hypothesis when we consider the schizophrenic disorders. 


Mental Disorders; Study of 89,190 Cases 
1940), pp. 308-318; United States Armu Technical 
Medical B^letin No. 203 (Washington, D.C.: United States Government 
Printing OiRce, October 19, 1945), Section 18. In a study confined to a uni- 
versity i»pulation, T. Raphael and L. Himler found that the mean age of 
persons developing paranoid disorders was 11.6 years older and the 

“c\- persons developing schizophrenic disorders. 

Schizophrenia and paranoid psychoses among college students," Amer. Jour 
Psychiat., 1944, vol. 100, pp. 443-451. = » • 
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Another possible explanation for the age-range in paranoid dis- 
orders may supplement the one suggested above. We know that 
between tie thuty-fifth and fifty-fifth years there are many occa- 
sions for new and increased personal insecurity. Each adult, as his 
youth recedes, must one day recognize what growing older means 
for him. For some the most impressive thing seems to be a sudden 
realization that one s life-span is limited, for others it is the grow- 
ing certainty that lifelong goals will never be attained. Waning 
or lost youth means to many the loss of abilities, attractiveness and 
status. 


i^ong the varied reactions to the increased need or anxiety 
which ageing fosters are those of attempting to preserve one’s self- 
respect by blaming others for one’s difiiculties, and of seeking ag- 
gressively to overcome obstacles and frustration by greater effort. 
Either technique in the hands of the socially inept may lead to 
paranoid disorder. The first is, of course, one of the commonest 
precursors of delusional organization. The second, the aggressive 
increase in effort, will only hasten a showdown if the individual is 
unsuccessful, thus adding to the conditions responsible for the orig- 
inal aggression. Moreover, the aggressive use of unskillful social 
techniques is likely to stimulate counteraggressions in other persons 
and thus open the way for the patient to develop in his own reac- 
tions an organized paranoid pseudocommunity. 

The importance of sex need, frustration and conflict in paranoid 
disorders, which Freud was the first to recognize, is now a gen- 
erally accepted fact. However, the original formulation, which 
ascribed all persecutory delusions to narcism and latent homosexu- 
ahty, has turned out to be unnecessarily restrictive.® It has been 
found, for example, that paranoid disorders appear in women with 
well-established heterosexual interests, either because marital oppor- 
tunities have dwindled or because forbidden heterosexual attach- 
ments have developed which arouse anxiety and guilt.^® Men 
whose sex code has been unusually rigid sometimes develop para- 


® J. Page and J. Warkentin, “Masculinity and paranoia,” Jour. Abnortn. Soc 
Psychol., 1938, vol. 33, pp. .527-531; R. Knight, “The relationship of homo^ 
sexuality to the mechanism of paranoid delusions,” Bull. Mennineer Clinic 
1940, vol. 4, pp. 149-159. 

1®F. Cuwan, in a study of acute alcoholism, found that women patients 
commonly hallucinated voices accusing them of sexual inferiority and pros- 
titution, but were less troubled by hallucinated homosexual self-accusations 
than were similar male patients. “Personality studies in alcoholic women” 
Jour. Nerv. Ment. Dis., 1937, vol. 86, pp. 645-667. ' 
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noid disorder under comparable circxunstances. It is always pos- 
sible, of course, to argue that these are all cases of latent homo- 
sexuality with a heterosexual facade, but this claim needs more than 
logical plausibility to support it. Moreover, as we pointed out in 
Chapter 5, no matter how important sex factors may be in behavior 
pathology, they are always part of a more inclusive personality 
organization and can be understood only within their biosocial 
framework,^^ 


Paranoid disorders as adjustive techniques 
Persecutory paranoid disorders, since usually they ino'ease anxi- 
ety by amplifying and crystallizing the apparent threats to a per- 
son’s security, are of relatively little use as adjustive techniques. 
However, we sometimes find the paranoid patient utilizing delu- 
sional accusations, in which- he himself, of course, believes, as 
aggressive weapons for the control and manipulation of situations 
for his own benefit. Paranoid disorders, whether persecutory or 
grandiose, may sometimes function as identification. The patient, in 
organizing his pseudocommunity, may develop the conviction that 
he is being persecuted or honored because he is thought to belong 
to an actual or fantasied group - religious, societal, national or 
racial — which arouses these reactions in others. Sometimes a para- 
noid person concludes, from the attitudes he seems to find in others, 
that he must really belong to such a group, or that he must be the 
reincarnation or representative of a persecuted or honored per- 
sonage. ^ 

Paranoid disorders are frequently compensatory. Compensation 
is obvious, for example, when a woman substitutes the conviction 
that she is being pursued by a would-be lover or assailant for her 
previously unsatisfied need to be desired and overcome. Both per- 
secutory and grandiose paranoid disorders are known to originate 
often as attempts to gain status — for example, as an important 
victim, leader or criminal -as a substitute for satisfactions which 
the patient has failed to gain for his other needs, including the 
sexual. Sometimes the delusional system, after it has been devel- 
oped, is used as insulation or negativism which enables the patient 
to escape participation in unwelcome duties or hazardous competi- 
tion. The interrelation of rationalization, projection and repression 

paranoid syndrome,” Arch. Neurol. Psychiat., 
1941, vol. 45, pp. 953-963. ^ ’ 
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in paranoid developments has already been discussed in Oiapter 6, 
and it will be further illustrated in the disorganized H pilns i on s of 
the schizophrenic disorders. 


PARANOID DISORDERS IN REUTION TO OTHER BEHAVIOR DISORDERS 

The wide distribution of delusions throughout the behavior dis- 
orders is responsible for the exclusive character of the definition of 
paranoid disorders. We bar those cases in which the delusions are 
a by-product of mood disorder, and we specify that neither serious 
disorganization nor serious deterioration must be present. In spite 
of these exclusions, however, the task of differentiating paranoid 
from other behavior disorders is often an exceedingly difiicult one. 

Hypochondriacal overconcern is a common complication of para- 
noid disorders. Indeed, chronic body complaints frequently dom- 
inate the clinical picture before paranoid developments are evident, 
and sometimes a fixed hypochondriacal preoccupation becomes the 
foundation for an organized delusional system. This close rela- 
tionship between paranoid and hypochondriacal disorders is not 
surprising in view of the fact that both are so often outgrowths of 
compensatory and rationalizing techniques, and the incidence of 
both is high in the same period of life.i® A similar close relation- 
ship can be demonstrated between fatigue syndromes and paranoid 
disorders. The differentiation between paranoid disorders, on the 
one hand, and hypochondriacal disorders and fatigue syndromes, 
on the other, is made chiefly on the basis of whether or not the 
patient has developed organized delusions. 

Anxiety is almost always present in paranoid disorders at some 
stage of development or recession, while fleeting delusions are 
characteristic of many cases of anxiety disorder. The distinction is 
made on the basis of the degree to which delusions are systema- 
tized and dominate the clinical picture. Acute anxiety and panic 
reactions are by no means uncommon in cases of paranoid disorder, 
and occasionally what begins as panic reaction may terminate in 
paranoid disorder. There is seldom serious diflSculty in distinguish- 
ing paranoid from hysterical disorders on the basis of dominant 
symptomatology. Both frequently involve disowning reactions, but 
whereas in hysteria this results in autonomy or inactivation, in 

(N.W 
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paranoid disorders it leads characteristically to the organization in 
Ae patient s reactions of the paranoid pseudocommunity. Hyst^- 
ical symptoms may appear in what is predominantly a paranoid 
disorder, while a certain degree of delusional organization is some- 
times incidental to hysterical inactivation and autonomy. 

^ distinction between paranoid disorders and mania or depres-- 
Sion is made on the basis of whether or not the delusions are inci- 
dental to a mood disorder; if the delusions are not incidental, we 
speak of paranoid disorder. In practice this diflFerentiation is fre- 
quently difficult and occasionally impossible to make. The same 
difficulties arise in relation to brain damage* A patient with un- 
questionable brain damage may nevertheless develop a delusional 
system on the basis, not of his deficit, but of his reaction to the 
fact that he has suffered injury or has been made to feel inferior 
and underrated. We shall return to this problem in Chapter 17. 

The most difficult distinction of all is that between paranoid 
disorders and schizophrenia to which we next turn. Indeed, there 
is a considerable area of overlap between the definitions of para- 
noid disorder and paranoid schizophrenia, since perfect organization 
is exceedingly rare in the former and severe disorganization fre- 
quently absent from the latter. The most helpful attitude to take 
in relation to these syndromes is that paranoia lies at one extreme 
of the scale of an organization continuum, while at the other ex- 
treme lies the severely disorganized schizophrenic. The less com- 
pletely systematized paranoid disorders extend from paranoia to- 
ward paranoid schizophrenia with which they overlap; while para- 
noid schizophrenia extends from this area of overlap down toward 
the more disorganized varieties of schizophrenic disorder. 
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SCHIZOPHRENIA today enjoys a greater degree 
of public and professional interest than any of the other behavior 
disorders whose care and treatment usually require institutionaliza- 
tion. The reason for this attention is fourfold. Schizophrenic dis- 
orders are of common occurrence, particularly in adolescence and 
early adulthood. The prognosis, unless competent therapy is avail- 
able early, is grave so far as social recovery is concerned, and even 
with early and competent treatment the prognosis is not good. 
Thus, although schizophrenia accounts for about 19 per cent of 
first admissions to psychiatric hospitals, schizophrenic patients 
make up approximately 50 per cent of the hospital population. 

Interest in schizophrenic disorders has also been stimulated by 
the introduction of various forms of shock therapy during the past 
decade and a half. The hypotheses advanced to account for im- 
provement in many shock-treated cases are still vague and contra- 
dictor. There is general agreement, however, that an important 
contribution to this improvement is the widespread substitution of 
aggressive, hopeful attitude on the part of therapists in place of 
the old stagnant pessimism. This interpretation has received sub- 
stantial support from the published data on the results of compe- 
tently planned psychiatric treatment in adequately staffed and 
equipped hospitals. 

Cheney and Drewry,* for example, in a follow-up study of five 
hundred cases two to twelve years after discharge, found that 47 
per cent were well or improved sufficiently to get along without 
hospitalization. Rennie, in another series treated in a different hos- 
pital, found that of 222 cases with a follow-up period of approxi- 

1 C. (Jeney and P. Drewry, "Results of non-specific treatment in dementia 
praecox, Atner. Jour. Psychiat., 1938, vol. 95, pp. 203-217. 
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mately twenty years after first admission, 27 per cent had recovered 
and remained at their previous level of biosocial adequacy. Nine 
per cent more had recovered, but at a level of reduced adequacy, 
another 16 per cent were able to work in spite of symptoms or 
relapses, while 9 per cent lived as family invalids, doing little or 
no productive work.^ None of the patients in Rennie s series, or in 
the series of Cheney and Drewry, had been treated by shock, pro- 
longed narcosis or cerebral insult. 

A fourth source of lay and professional interest in schizophrenia 
is not new. Schizophrenic disorders exhibit a richness and variega- 
tion of behavior pathology unequaled by any of the other behavior 
disorders. In consequence, they provide an inexhaustible source of 
wonder and mystification to the layman and a perpetual challenge 
to the behavior pathologist. * 

It was Kraepelin who, toward the close of the nineteenth century, 
recognized that certain syndromes, previously described as inde- 
pendent dementing diseases of youth, could be brought together 
as related subtypes of a single disorders For this disorder Krae- 
pelin appropriated the already current term dementia praecox, 
and under it he placed four subgroups which corresponded roughly 
to four of the supposedly dementing diseases. Dementia simpl^ 
became the simple type of dementia praecox. Patients assigned to 
this type have usually been described as undergoing a progressive 
decrease in effectiveness in meeting environmental demands during 
adolescence and early adulthood. They seem to drift gradually into 
apathy and indifference, without developing emotional outbursts 
or conspicuous delusional and hallucinatory episodes. 

Hebephrenia was renamed the hebephrenic type of dementia 
praecox and its description was somewhat modified from that given 
by Hecker, who coined the original term. In this subgroup have 
been traditionally placed those patients in whose behavior incon- 
gruous and inappropriate smiling, giggling and laughing are prom- 
inent, delusions are bizarre and fragmentary, and grimacing, odd 
mannerisms and hallucinatory activities are common. The name of 
this type is intended to cover both the early onset, which as in the 

'^1 Tollow-up study of five hundred patients with schizophrenia 

admitted to toe hospital from 1913 to 1923," Arch. NcwroZ. Psuchiat., 1939, 
vol. 42, pp. 877-891. ^ 

«For a^summay of this development, see N. Cameron, “The functional 
psyohores, m J. Himt (editor), Fersomlity and the Behavior Disorders (New 
York; Ronald Press, 1944), pp. 861-921. 
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simple type is described as insidious, and the silly, childish be- 
havior which is often interpreted as an indication of regression. The 
same interpretation has led to the arbitrary inclusion within thig 
type of those schizophrenic patients who develop incontinence or a 
strong interest in urine and feces. 

Catatonia, first described by Kahlbaum, who called it also tension 
insanity, was changed into the catatonic type of dementia praecox. 
In line with nineteenth-century thinking, Kahlbaum unhesitatingly 
ascribed catatonia to a degenerative disease of the central nervous 
system, and referred the symptomatology to specific localized neuro- 
logical lesions, which, however, have proved to be fictitious. The 
catatonic patient is the patient whose clinical picture is dominated 
by motility disorders — excitement or stupor, overtalkativeness or 
mutism, resistive behavior or catalepsy (“waxy flexibility^’), symbolic 
gesturing, posturing, grimacing, and stereotyped repetitive activ- 
ities. The onset, unlike that of the preceding two types, is described 
as frequently sudden and stormy. 

A fourth syndrome, dementia paranoides, was transformed by 
Kraepelin into the paranoid type of dementia praecox. To this sub- 
group have been traditionally assigned those patients whose be- 
havior is dominated by delusions, is usually hostile, aggressive and 
unpredictable, and includes hallucinations. The delusions are as a 
rule persecutory in character, but may also be grandiose, ecstatic, 
mystical or hypochondriacal; they are never as well-organized and 
systematized as are the delusions of classical paranoia. The para- 
noid type is distinguished from the others also on the basis of a 
later average age of onset. It diflPers from the simple and hebe- 
phrenic types, but not from the catatonic, in being often character- 
ized by episodic excitement and retardation. 

Neither the term dementia praecox nor the subdivision into four 
types has proved satisfactory in practice. The term is a misnomer 
and the types actually overlap in almost every detail of their symp- 
tomatology.^ Indeed, Kraepelins synthesis had hardly been ac- 
cepted before objections were raised to the use of dementia for a 
disorder in which disorganization was common but genuine de- 

4 A racfical but welcome departure from this tradition is encouraged by the 
wording in United States Army Technical Medical Bulletin, No. 203 (Wash- 
mgton, D.C.: United States Government Printing Office, October 19, 1945) 
Section 18. It provides that schizophrenic patients need no longer be "forciblv 
. . . classified into a Kraepelinian type.” ^ 
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mentia unusual,® and to the use of praecox when the onset of dis- 
organization was by no means confined to youth. This critical trend 
was crystallized by the appearance of Bleuler’s now classical mon- 
ograph in which the disorder was renamed schizophrenia and the 
defects in Kraepelin’s types were clearly pointed out.® “A case 
which begins as hebephrenia,” Bleuler wrote by way of illustration, 
“can a few years later be a paranoid.” He retained the Kraepelinian 
subdivisions for his schizophrenia on the grounds that he could find 
no convenient substitute. 

Bleuler s great contribution in this field, however, was not his 
terminological reform, but his reinterpretation of the psychopathol- 
ogy of schizophrenia under the direct influence of Freud, Jung, 
Rildin and Abraham. By bringing me fructifying concepts of the 
then youfMul system of psychoan^ysis into contact with his own 
vast clinical knowledge of schizo^renia, Bleuler was able to pro- 
duce a new structure for the psychiatric world. Through the mon- 
ograph and^a'tejft^k,'^ which soin became an international stand- 
ard, he succeedediirdirecting thh interest of behavior pathologists 
in Europe and the Ameri^s'towgrd the origins of schizophrenic 
symptoms in personal need, fruitratibs^nd conflict. 

This reformulation, while it Ipd to rn^yshnportant advances in 
the understanding of schizopl^enia, also sufe^ from a serious 
defect. Bleuler could never Ij^ing himself to abahdQiithe faith, 
almost universal in his early clears, that schizophreniawSiW'one 
day turn out to be a brain disease. As a result of this predilection, 
he always fell back upon some hypothetical tissue pathology as the 
ultimate explanation of schizophrenic symptoms. It was Adolf 
Meyer, in this country, who firit set up the hypothesis that dementia 
praecox could be derived froip normal behavior on the basis of ad- 
justive insufliciency and habit' deterioration. This he did in a series 
of three papers » which appeared shortly before Bleuler’s mono- 
graph. It is of particular inte ust that Meyer was at the time not a 


®A study of SKty-year-old chroikic schizophrenics, for example, revealed no 
detenorabon, m Kraepehn s sense, even though the patients had been schizo- 
phrenic for several decades. See S. Lehrman, “Schizophrenic deterioration” 
Psychiat. Quart., 1940, vol. 14, pp. 140-156. ^ detenorabon, 

Deuticke^Tgil Praecox oder Gruppe der Schizophrenien. Leipzig: 

Springer, 1917 (translated 

^ Psychiatry. New York: Macmillan, 1924). 

A. Meyer, Fundamental conceptions of dementia praecox” Jour Nero 
M^t. Dis., 1906, vol. 34 pp. 331-336; “The dynamic^intei^rkaion’oVr 
menha praecox, Amer. Jour. Psychol., 1910, vol. 21, pp. 385-403- “The 

vol^® Pp‘^274"m 5“°" praecox,” Jour. Abnor^. Psychol, 1910, 
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clinicd psychiatrist, but brain pathologist for the Worcester State 
HospitaL Indeed, he cited the fact that indications of cerebral his- 
topathology in schizophrenic cases were slight and inconsistent as 
evidence in support of his thesis. 

It is obviously a short step from Bleuler s Freudian interpreta- 
tions and Meyers formulation in terms of adjustive insufficiency 
and habit deterioration to the conclusion that schizophrenia is a 
disorganization of the biosocial reaction systems that define person- 
ality. Personality, we said in Chapter 2, is the organization of in- 
terlocking behavior systems that each of us develops through leam- 
ing processes, as he grows from a biological newborn to a biosocial 
adult, in an environment of other individuals and cultural products. 
Atoost everyone who studies schizophrenic persons, regardless of 
his theoretical prejudice, seems to be struck by the same thing: the 
patients behavior, especially in matters of personal importance, 
tends to become unintelligible and unpredictable in terms of the 
organized social perspectives dominant in his culture. In short, his 
behavior has undergone a biosocial disorganization. 

•. In schizophrenic disorganization, as our clinical cases will illus- 
trate, the patient’s role-taking becomes desocialized. It moves away 
from its social derivation in directions that are determined by pri- 
vate fantasy, and includes responses in shared social situations 
which have validity only in a fantasy context {overinclusion), until 
eventually it no longer corresponds to the socially determined role- 
taking of other persoas in the same culture.® The schizophrenic 
person, in other words, loses some of the social skills, the techniques 
and the perspectives which he has laboriously, and as a rule not too 
effectively, acquired through years of social interaction and co- 
operative work with other individuals in a shared environment. The 
loss of social skills the adjustive insufficiency” that Meyer em- 
phasized is most evident in the complex interpersonal relation- 
ships upon which adult and adolescent status depends. Thus, we 
find schizophrenic disorders beginning most commonly in a series 
of unsuccessful attempts to cope with situations peculiar to early 
and approacliing biosocial maturity. 


9 N. Cameron, “Reasoning, regression and communication in schizophrenics ” 
Psychol. Monos., 1938, vol. 50, No. 221; “A study of thinking in senile deteri- 
oration and scmophrenic disorganization,” Amer. Jour. Psychol, 1938, vol. 51, 
pp. 650-665; “Deterioration and regression in schizophrenic tliinldng” Jour 
Abtu^. Soc. Psychol, 1939, vol. 34, pp. 265-270; “Schizophrenic thinfcng in a 
problem-solving situation,” Jour. Ment. Science, 1939, vol. 85, pp. 1012-1035. 
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With this as our background, we may now define the schizo- 
phrenic disorders as disorganization and desocialization of the ac- 
quired behavior systems constituting personality, and their replace- 
ment by behavior dominated or determined by private fantasy, in 
the absence of organ or tissue pathology adequate to account for 
the disorder. Behavior that is dominated and determined by pri- 
vate fantasy, whether in schizophrenia or in normal daydreaming, 
cannot at the time be completely articulated with, or even ade- 
quately influenced by, the organization of the shared social environ- 
ment. The normal daydreamer, in returning to socially shared oper- 
ations, abandons the role-taking that belongs to his private fantasy. 
The schizophrenic patient, because of his lost social skills, is a 
daydreamer who cannot completely return. 


SCHIZOPHRENIC SYMPTOMS 


One important result of schizophrenic disorganization is die pro- 
duction of an overwhelming multiplicity of symptoms whose inter- 
relationships are far from obvious. It is as bewildering to come un- 
prepared and untrained into the presence of a disturbed schizo- 
phrenic patient as it would be suddenly to happen on a disturbed, 
disorganized community whose history one does not know or can- 
not understand. This is why so many students who have been 
highly trained in the physics and chemistry of man’s interior, but 
relatively little trained in the study of personal interrelation- 
ships, are certain within themselves that marked behavioral confu- 
sion can arise only from some chemical or cellular catastrophe. 
But many years of intensive investigation confined to biochemistry 
and, biophysics have yielded little of significance for our under- 
standing of the genesis, development or outcome of schizophrenia.^^ 


10 See the summaries in R. McFarland and H. Goldstein, "The biochemistry 
ot dementia praecox,” Amer. Jour. Psychiat.. 1938, vol. 95, pp. 509-552- N 
Cameron, “Physiological psychology. I. The functional psychoses,” Annual 
Rev. Phy^ol 1943, yol 5, pp. 453-464; N. Cameron, ‘The functional psy- 
choses, m l. Hunt (editor) Personality and the Behavior Disorders (New 
York: Ronald Press, 1944), pp. 861-921. 

prediction, see the able presentation by R. 
Hostans, The Biology of Schizophrenia. New York: Norton, 1946. Hoskins 
marshals the Mguments for restricting effort in schizophrenia research to bio- 
physics Md biochemistry; he condemns the Hippocratic yiew of man as “that 
will-o -theywisp, that semiprojective synthetic artefact, ‘the patient as a 
whole. ( See especially the section entitled Research Approaches, pp. 187-170. ) 
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K, however, instead of turning away immediately from a patients 
behavioral confusion to concentrate upon his colloids, we begin by 
investigating the antecedents of his disorganization and the condi- 
tions of its development, we shall have something more substantial 
than a future hope on which to build our understanding. Indeed, 
the progression from order to disorder is no less intelligible for the 
behavior of biosocial persons than it is for communities and indi- 
vidual cells. But let us not make the common pedantic mistake of 
starting our discussion of schizophrenia by describing a sideshow 
of distorted behavior such as one can find on any large chronic 
service. For the end-products of behavior pathology, like the ruins 
of a strange civilization and the stained slide from a biopsy, can 
have little or no meaning to the person who does not understand 
their pathogenesis. T' 

In the case presented below w/fe can follow the patient’s progres- 
sion, from her^gressive but unskillful attempts to deal overtly with 
a complex sodab^ituation in a little domestic community, through 
her organization of aJ)«§udocommunity including fantasied as well 
as social persons and acts>tQ^r final withdrawal into an autistic 
community whose acts and per§l)n8.,gxisted only in her private fan- 
tasy behavior. As the patients role-taking is practiced more and 
more in terms of her private fantasy, and comes less and less under 
the influence of events in the shared social field of operations, we 
.see it growing increasingly desocialized until it reaches a point 
where we can no longer share it. 

The patient, a Kansas City high-school girl of seventeen, was 
brought to the hospital after a suicidal attempt, complaining of un- 
controllable nervousness and terrible dreams. Both she and her 
father independenfi^^placed the onset of her illness in her four- 
teenth year, following incline the death of a paternal aunt who had 
reared her from infancy and' vvho had given her both domineering 
and indulgent overprotection. Her father noticed with surprise 
that, in spite of her overdependence and apparent devotion to her 
aunt, the patient seemed to grieve little over her loss. Instead, she 
became suddenly arrogant, sel^assertive and demanding, insisting 
that the home was now hers ahd that her aunt s daughter, a young 
woman of twenty who had bfeen brought up with the patient, must 
hereafter take orders from her. 

Toward her father, on the other hand, the girl continued to 
display an affectionate attitude as she always had. However, she 
began exercising certain additional prerogatives usually Maitnod by 
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the adult matron, such as criticizing her father’s deportment and 
characteristics, even in front of visitors, nagging him, and demand- 
ing that he spend more money on her, particularly for clothes. At 
the same time the patient expressed increasing anxiety and inse- 
curity. She reminded the others that her aunt had always been 
afraid of the house and had said more than once that it had a curse 
on it. She protested against her father’s leaving the house key 
under the door mat when he went out for an evening, saying that 
a stranger might find it and come in. She kept the light burning in 
her bedroom all night long and complained of horrible dreams. One 
night her father found her thrashing about the room with a cane - 
killing snakes, she said. 

Meanwhile, at school the patient grew poorer and poorer in her 
studies; she seemed bored, inattentive and irritable. By the time .she 
was fifteen and a half, she required the help of a private tutor to 
keep her from being dropped altogether. Eventually, even tutorial 
aid was not enough. The principal asked the girl to leave .school 
and advised the father to consult a psychiatrist. The psychiatrist 
recommended immediate hospitalization, but his recommendation 
was not followed. 

The patient showed a parallel decline in her social relationships 
to her contemporaries. She had, however, in this respect never 
attained an adequate level of social skill because of her restrictive 
overdependence upon her aunt. As one so often finds in the over- 
protected child, she had frightened and repelled the neighborhood 
children by her temper tantrums and her uncompromising demands.. 
As an adolescent she had become, as we shall see, too involved in 
her own preoccupations to make adequate social contacts among 
her peers. The climax came about a year before admission to the 
clinic. She bought a new dress for a high-school dance, but when 
her escort arrived she refused to see him. After considerable per- 
suasion she finally consented to go, but half an hour later she re- 
turned home without her escort. That was her last social engage- 
ment. Following her withdrawal from school, her father arranged 
little parties for her to help her get well, but she would not leave 
her room as long as the guests remained. 

The girl’s attitude toward her cousin had remained hostile and 
resentful throughout, in spite of her father’s attempts to act as 
peacemaker. Once in an altercation over playing the radio the 
patient gave her cousin a bite that took two weeks to heal. Another 
time, while she was playing the piano for her cousin’s guests, she 
suddenly banged her hands on the keys, ran out of the room and 
would neither explain her act nor return. The three-cornered feud 
that grew up between the two girls and the father finally 
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when the cousin married and left home just before the patient 
turned sixteen. 

It was somewhere around this time that the father noticed a 
change in his daughter s attitude toward him. Her usual expressions 
of aifection disappeared, she declined to kiss him any more, she 
spoke insolently to him and began accusing him publicly of mis- 
treating her. Nevertheless, on several occasions when dreams had 
frightened her, the patient insisted that he get in bed and comfort 
her, as her aunt had comforted her; and then she later upbraided 
him for having done so. ^ 

During the months between her leaving school and entering the 
hospital, the girl spent her time lying around the home; occasionally 
she went on a shopping trip alone. Her purchases were sometimes 
odd. Once, for example, she spent about forty dollars on history 
books, although the money had been given her for clothes. She 
spent twelve dollars on cosmetics on one trip, and a few days later 
burned them because, she said, she ought not to have bought them. 
She got up early one day and alter collecting all the playing cards 
in the house she burned them, saying they were sinful. Although 
the patient had never been particularly religious, she began to 
express great concern over religion, church, sin, charity and the 
hereafter. She gave the housekeeper a five-dollar bill because she 
had to be charitable *‘in order to get to heaven.” 

The patient dated the onset of her illness from her fourteenth 
year, not because she recognized any change then in her own 
behavior, but because that was when she began autoerotism. On 
the basis of the same folklore that misleads so many adults, she 
came to the conclusion when she was fifteen that autoerotism' was 
driving her crazy. This conclusion increased her already intolerable 
guilt and anxiety and undoubtedly contributed to her belief that 
she would bum in heU for her sins and that her hands were dis- 
eased. ‘T have leprosy,” she said at the hospital; “look at my 
hands. But that s not punishment enough for all my evil. Faust 
— yes, he gave himself to the devil. That's what IVe done. Don’t 
touch me I You’ll be sorry, you’ll get leprosy too.” 

The patients fantasies, which ultimately overwhelmed her and 
replaced all of her social role-taking, seem to have troubled her first 
as anxiety dreams — of snakes, murder, people in the house and 
assault. I used to read stories and things, and then go to bed and 
Ke awake and think about them. I’d be scared silly to be in the 
- room by myself. That house is so spooky.” When she closed her 
eyes and tried to sleep, she would have horrible visions and see 
faces that seemed to grow enormous. She thought men were 
climbing in the window and walking on the roof; she could not be 
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sure whether it started with dreaming, but it seemed real when 
she knew she was awake. A man across the street seemed to con- 
trol the house and he had people walking back and forth on the 
roofs. She began hearing voices at night and finally one voice, a 
man s, told her that she was to do whatever she was told. 

The patient became convinced that her home was the head- 
quarters of an opium gang which had murdered her father and put 
an impostor in his place. “My father wouldn't treat me the way this 
man has treated me, she said. “My father and I were friends. IVe 
beeji love-starved and forsaken, and I thought someone was bring- 
ing in opium.” People hit her and beat her and tied her up. They 
seemed able to read her mind and to control her by hearing her 
thoughts; she tried to keep back her thoughts, but the effort hurt 
the back of her head. She had horrible dreams and fantasies of 
killing her father and other people, of cutting them up and chewing 
their flesh, of being God and of being murdered as a sacrifice. She 
felt that she was someone else, her body was changing, she might 
be going to have a baby, she had a brain tumor and was gointr 
crazy. ® ^ 

The suicidal attempt was an act of self-punishment; she was 
going to hell for her sins, she said, and the quicker she got there 
the better. “I thought it would make me suffer; if I hadn't become 
so hardened it would have hurt terribly.” In the hospital she was 
sure she would be executed or given a life-sentence for her awful 
thoughts; she wished she would “get black smallpox or something.” 
She said, I got hipped on the subject of Christianity. I thought I 
should torture myself. ... I try to figure out ways of torturing 
people. It seems I have been in so much pain — well, no, not ex- 
actly pain, but trouble - and I want other people to have the same 
thing.” 

One night the patient called the nurse, who found her trembling 
and wringing her hands. “I think I'm pushing people's eyes in. 

I in dreadfully wicked. (Were you dreaming?) No. It's those 
awful thoughts that go through my head.” Once in the daytime she 
cried to a group of patients, “If I had the strength of Christ I would 
kill every one of you! Yes, I would kill you all because a more 
horrid doom awaits you than death!” She had to be taken away 
by nurses. Another day when angry she struck a depressed patient 
on the elbow with a chair. “That's nothing in comparison with 
what Im going to do; I'm going to chop off your heads, every 
one of you! Youd better go home and chop off your families' 
heads. . . . You're not going to keep me here and make me bear 
children.” 

The patient told the psychiatrist that she felt she had a powerful 
influence over people and was responsible for everything that hap- 
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pened. She thought she might get superhuman ideas — “such as 
how Christ turned water into wine, I had to find out how it was 
done.” As God she must suffer to help others and because of her 
sins she ought to kill herself. But the attempt had failed. “So,” she 
said, I came to the conclusion that I would have to forget. As time 
goes on. 111 forget all my troubles, my experiences and so forth.” 
This was just what the patient seemed to be accomplishing. Years 
before, she had begun a struggle at home with a tangled personal 
situation involving social persons. This struggle in the shared social 
commumty was gradually replaced by the even greater complexities 
of her pseudocommunity, which included a mixture of real and 
imagined persons, and from this she was withdrawing finally into 
an autistic community consisting of fantasied persons and acts 
appearing only in her own private fantasy context. 

In spite of active therapy, the patient grew increasingly uncom- 
municative. One day, while saying to the psychiatrist that she liked 
dreamy states,” she slipped into an apparent stupor, with her eyes 
closed and the eyeballs rolled upward, her anns and legs hmp. The 
eyelids resisted opening, the limbs and the jaw became stiffer with 
passive movement. Another day when the patient was lying on her 
side on the bed, just before lunch, a sudden clap of thunder made 
her go so rigid that she could be picked up and placed in a chair 
by the nurses with no more change in her posture than if she had 
been a statue. Then the lunch trays arrived and an experienced 
nurse was given the task of coaxing and spoon-feeding her in an 
attempt to re-establish her reactions to her surroundings. After 
about ten minutes of this, the girl suddenly got up, rubbed her 
eyes and then ate her lunch with the others as though nothing had 
happened. ® 

The patient seemed to sleep well at night without medication and 
in spite of occasional disturbing dreams. In the daytime she spent 
most of her time in apparent daydreaming. Her talk began to 
develop marked disorganization until it became a poor instrument 
of communication. She was frequently observed talking excitedly 
to herself, and sometimes she smiled and laughed as though she 
were hallucinating. Often she stood straight against the wall with 
her hands high above her head, but she would give no explanation 
of this posturing. Finally, her father decided to place the patient 
in a state hospital near her home. Her prognosis on transfer was 
poor for social recovery. 


In this case we see, first, the adolescent struggle of a girl whose 
lifelong overprotection by a foster-mother had given little oppor- 
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tunity for the development of adequate role-taking skills in any but 
a dependent relationship.^^ The affectional situation was suddenly 
complicated by the death of the foster-mother, who was not only 
the mother-substitute and the dominant female in the household, 
but also the fathers sister and mother to the foster-sister rival. 
The girls unskillful attempts to usurp her foster-mother s role are 
obvious in the history. Her growing confusion can in part be at- 
tributed to the conflicts and contradictions which these attempts 
precipitated. For the jealous overprotected young adolescent could 
hardly take the role of domineering mother to her adult cousin. She 
was even less well prepared than the average fourteen-year-old 
motherless girl for the not uncommon attempt to transform a de- 
pendent daughter role into that of woman of the house in relation 
to a widowed father. She had been reared an anxious, socially im- 
mature child; and it was as such that her foster-mother^s death left 
her to work out alone her multiple conflicts, including her clearly 
expressed guilt over sex and hostility, in a household with a man in 
whom she had never learned to confide and a woman whom she 
hated. 

The other important factor in this girFs disorganization and de- 
socialization was the progressive intrusion of fantasy techniques 
and fantasy productions into the field of shared social operations. 
In her own account, the patient gave many indications that long 
before her aunt’s death she had found difficulty in distinguishing 
between dream and daydream, that she had utilized fantasy freely 
in satisfying need, and that she had also suffered from terrifving 
dreams and hypnagogic visions which drove her to seek the protec- 
tion of her aunts bed. In her unsuccessful attempts to cope with the 
involved domestic situation after her aunts death, she carried her 
conflicts into her waking and sleeping fantasy life. This procedure 
did not provide an escape from the conflict situation; indeed, her 
fantasying seemed actually to increase her anxiety and complicate 
her problems. She simply went on doing something she had al- 
ways done. But now the problems were adult and there was no one 
to whom she could flee for comforting in the night. 

The patient said that, for more than two years before admission 
to the clinic, she had spent most of her nights half-awake because 

characteristics cited by I. Kasanin, E. Knight and P. Sage, 

1 he parent-child relationship in schizophrenia. I. Over-protection-reiection ” 
Jour. Nerv, Merit Dis,, 1934, vol. 79, pp. 249-263. 
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of her anxiety, and much of her days half-asleep because of her 
fatigue. She continued the struggle, which she had been waging 
for status in the family constellation, on into her day and night fan- 
tasy context, imagining aggressions and counter aggressions - tor- 
turing, murdering and eating people in hale and being herself tor- 
tured and murdered as expiation of her guilt, becoming omnipotent 
and being sacrificed to save others. Emotional conflicts such as this 
girl had might have at least temporarily disorganized the behavior 
of any adolescent who had no way of escaping from them. But this 
girl was well below average in her ability to form new affectional 
attachments and to handle personal interrelationships skillfully, and 
she was well above average in her reliance upon fantasy. 

We have seen that the patient as a child was unable to distin- 
guish between what she had done in a fantasy context and what in 
a shared social context. This overinclusion in one setting of what 
belonged to the other was relatively unimportant in the life of a de- 
pendent, overprotected child. But it quickly became a major factor 
in developing disorganization when there was no longer anyone to 
protect and comfort the young adolescent, and no one to depend on. 

The confusion resulting from her overinclusion helps to explain 
why the patient’s reactions of ho.stility, resentment, guilt and grandi- 
osity generalized indiscriminately to fantasied persons and to 
strangers in the social community — to patients, for example — and 
eventually to everybody (“people” and “they”). When these reac- 
tions brought the girl no security, but only more restraint and 
counteraggression from the social community, she finally carried out 
her threat to forget everything” — all her past troubles — by con- 
fining her behavior completely to an autistic community. Here, as 
in normal dreaming, what one does need not be shackled by the 
stricter antecedent-consequent relations of shared behavior, sin can 
be enjoyed, crime go unpunished, and power be unlimited and 
unchallenged. 

The indefinite, insidious onset of the illness just described and 
the sudden overt act which frightens relatives into accepting expert 
help — in this case a suicidal attempt - are typical features in the 
histories of a majority of hospitalized schizophrenic patients. There 
are still, however, a great many cases which follow the el aggi c al 

18 See the discussion of exclusion and inclusion in behavior orcanization 
in Chapter 3. ° ’ 
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descriptions of so-called “dementia simplex.” The patient, instead 
of showing in adolescence and adulthood an increasing effectiveness 
in dealing with adult environmental situations, progressively de- 
clines in his effectiveness until he cannot meet the ordinary demands 
of everyday routines. He may drift gradually into attitudes of 
apathy and indifference toward his social environment, eventually 
reaching a behavior level below that requisite for life unprotected 
in the community. 

The absence of an aggressive outburst or an episode of overt 
submission in these cases can often be ascribed to the lack of suf- 
ficient stimulation from the social environment and to non-inter- 
ference by other persons with the patient’s withdrawal, or with his 
socially inappropriate behavior.^-* One of our patients, for example, 
had parents who for two years refused to consider the boy’s schizo- 
phrenic disorganization as anything more than an amusing affecta- 
tion. It was only when he became unable to find his way around 
town, attracted the notice of people in the street and was finally 
brought home by the police, who recognized what was wrong, that 
the family took the situation seriously. Shock therapy brought a 
mild improvement which, however, soon disappeared. 

Sudden onset is more often apparent than real in severe schizo- 
phrenic disorders, the overt act to which we have referred being 
mistaken for the beginning of the illness. However, as we saw in 
Chapter 9, acute anxiety can lead to acute disorganization with 
marked hallucinatory and delusional behavior which then persists 
as schizophrenia. We shall present a case later which developed 
suddenly on a surgical ward and terminated ten days later in com- 
plete recovery under psychiatric care and treatment. Improvement 
and recovery in schizophrenia are also as a rule gradual and slow. 
They are so often incomplete and temporary that the more pessi- 
mistic therapists prefer to speak only of remissions and to consider 
every recurrence a relapse, just as was the custom in relation to 
pulmonary tuberculosis forty years ago. The outcome, unfortunately, 
to some extent justifies a gloomy therapeutic attitude. But recov- 
eries from early mild schizophrenic illnesses are common, and even 
in cases with severe delusional and hallucinatory involvement the 


^■*In a series of five hundred cases of schizophrenia, definite precipitating 
events were reported in over 72 per cent. T. Rennie, “Follow-up itudy of five 
. patients with schizophrenia admitted to the hospital from 1913 to 
1923, Arch. Neurol. Psychiat., 1939, vol. 42, pp. 877-891. 
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outcome depends at least in part upon the therapist s skill and 
enterprise.*® 

DdustonQl Teactions seem to characterize all schizophrenic dis- 
orders, although in some cases their presence can only be inferred 
from other behavior because of defects in social communication. 
All of the varieties discussed in Chapter 13 are to be found among 
schizophrenic patients — delusions of persecution, influence, gran- 
deur, self-depreciation, body change and environmental change. It 
is usually the case that early in the disorganization the delusions 
are more logical than later, more restricted in scope and supported 
by more congruent emotional participation. Thus, one finds anxiety, 
resentment, suspicion, self-assertion and self-beatification develop- 
ing in some recognizable relationship to the patients fear, guilt, 
frustration, threats, need and compensatory self-attitudes. 

As disorganization progresses, however, the delusions conform 
less and less to roles which normal persons in their imagination can 
take and understand. Under the conditions of overinclusion the 
delusional reactions generalize indiscriminately, as we have seen, to 
excitants in the social environment and in the patient’s private fan- 
tasy; thus their character grows fantastic, vague, grotesque, bizarre 
and mystical. In many chronic patients this may be the final pic- 
ture. However, if the disorganization progresses still farther, a 
level may be reached at which delusional reactions are stabilized as 
stereotyped recitals without congruent emotional participation, like 
the complaints of chronic hypochondriacs. Frequently, all that re- 
mains of a delusional eruption are a few fragmentary responses 
which, like some hysterical autonomous fragments, have a history 
but no contemporary meaning. Or the specific delusions are lost 
and the attitudes that once supported them remain; the patient 
shows merely suspicion and aloofness, like a released prisoner, or 
has an air of haughty condescension, like the retired head of an 
industrial empire or an eclipsed society leader. 

A great deal has been made of the so-called “emotional incon- 
gruity, emotional insufficiency” or “affective flattening,” some 
writers going so far as to maintain that a schism between faculties 
of intellect and emotion is the fundamental event in schizophrenia 

• i-" Appel, studies of the results of therapy in schizophrenia 

indicate that the use of therapy in some form seems more important than the 
^ of therapy employed. K. Appel. “Psychiatric therapy,” in J. Hunt (editor) 
Personality and the Behavior Disorders (New York: Ronald Press, 1944), pp. 

1 1 07 —11 * X XT 
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that justifies its name.*® It is indeed common for a patient to tell of 
something terrible that is happening to him, or of some frightful 
thing he has fantasied, planned or done, without anything ap- 
proaching the emotional participation a normal person expects of 
him. A man says that a snake has devoured his intestines and he 
can feel his food drop out of his stomach; but he smiles pleasantly 
as he tells it, he eats and sleeps well and he has normal evacuation. 
Another, in a matter-of-fact voice, describes horrible treatment to 
which he or someone close to him is being subjected. A third 
mutilates himself or kills his own child without showing a fraction 
of the emotional disturbance the ordinary person would. 

We do not have a complete explanation for what is called “emo- 
tional incongruity” in schizophrenia. Contrary to popular belief, it 
is a comparatively rare phenomenon in early schizophrenic disor- 
ganization. The fact that it is so often found in first admissions to 
psychiatric hospitals means only that first admissions in schizo- 
phrenia occur usually late in the disorder because of public igno- 
rance and neglect. One finds in carefully observed cases that many 
patients, after months of anguish, become secondarily dull and in- 
different as an apparent escape technique in which they render 
themselves inaccessible, not to the behavior of others, but to the 
stimulation of their own reactions. That is what our high-school 
girl did, and that is what apparently happened to concentration 
camp victims in Europe.** This evolution of emotional apathy does 
not make it normal, but only intelligible. Sometimes the ridicule to 
which patients are exposed makes them conceal and minimize anxi- 
ety or fervor, just as normal people do when ridiculed. 

In many other cases of schizophrenic disorder the normal ob- 
server gets an impression of emotional incongruity in the patient’s 
behavior because he and the patient are unable to take each other’s 
roles adequately. They consequently cannot see things from each 
other s perspective. In other words, what appears to be emotional 
incongruity is actually a by-product of desocialization which in- 
volves a breakdown in communication. For example, what a patient 

1® Tills, however, was not actually Bleulers jusUfication. He launched his 
new term with these words, ‘T name dementia praecox schizophrenia because, 
as I hope to show, the disintegration of the most varied mental functions is 

of its most important characterisHcs." E. Bleuler, Dementia Praecox oder 
Gruppe der Schizophrenien (Leipzig: Deuticke, 1911), p. 5 (my translation). 

B. Bettelheim, Individual and mass behavior in extreme situations," Jour. 
Abnorm. Soc. Psychol., 1943, vol. 38, pp. 417-452. 
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says, does or thinks may be justified by his delusional reactions; if 
the observer could share these delusional reactions, his emotional 
behavior might be like that of the patient. However, as we know, 
schizophrenic delusional reactions are often so individualistically 
organized or so disorganized that they can neither be formulated in 
equivalent conventional language behavior, nor in any other way 
^^equately shared by the socially organized normal man. 

"■^^In some schizophrenic patients, especially those sufiFering from 
severe desocialization, the social attitudes which had once been ac- 
quired through social role-taking have been lost, along with the 
specific techniques of interpersonal behavior they once supported.^** 
Thus, the emotional component of a reaction may be missing be- 
cause the attitude of which it was a part is missing; the result is a 
response without its behavioral context or, as we ordinarily say it, 
a response without meaning. In still others, for example our case 
of the man with the snake in him, the complaints have meanings 
for the patient which they do not have for the listener. In terms 
of these unshared meanings the emotional participation, or its ab- 
sence, is congruent for the patient but disconcerts the normal ob- 
server because he lacks the patients supporting attitudes. 

^ The general behavior of schizophrenic patients is highly variable 
— from excited to stuporous, from resistive to cataleptic, from over- 
talkative to mute, from hostile and hateful to dependent and erotic, 
from indifferent to ecstatic, from extremely aggressive to extremely 
submissive. We shall not attempt to list the countless individual 
responses that belong with these variationst'to a large extent they 
can be anticipated by an observer who grasps the patient’s dom- 
inant attitude at the time and understands the effects of disorgan- 
ization upon behavior. Sudden shifts in attitude are, however, of 
relatively common occurrence in schizophrenic patients and these 
are often impossible to predict. They are sometimes the product of 
ambivalence in a confused person; sometimes they seem to be 
related to the abrupt shifts in attitude that normal people make 
under emotional stress as, for example, in lovers’ quarrels. But one 
of the commonest sources of unpredictable change in schizophrenic 

18 Compare the study of schizophrenic behavior in a free-play social situ- 
abon J. Slotldn, Tlie nature and effects of social interaction in schizo- 
phrema, Jour. Abnortn. Soc. Psychol, 1941, vol. 37, pp. 345-368. 

i» See, for example, the case in Chapter 3 of the girl who suddenly struck 
her mother without warning a few moments after they had apparently been 
on aitectionate terms. 
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patients appears to be the sudden intervention of an auditory or a 
visual hallucination. ^ 

Hallucinatory behavior is nowhere more common among the be- 
havior disorders than in schizophrenia. One of the most surprising 
things about the hallucinating, deluded schizophrenic is that, in 
contrast to the delirious patient, he can usually give his hearings 
correctly — where he is, the approximate date and time of day, and 
who the persons around him are — and his recall is far superior, as 
a rule, to that of persons in delirium. Schizophrenic hallucinations 
are most often auditory, less often visual and least often olfactory, 
^tatory, tactual and visceral. Hallucinatory behavior early in the 
illness corresponds in mood and topic with the delusional reactions 
it accompanies, but as disorganization progresses it may be reduced, 
as the delusions also are, to stereotyped grotesque and discon- 
nected response fragments. The patient who has already been much 
questioned and prodded will generally deny that he is hallucinating 
when he is preoccupied, and the behavior pathologist is often 
obliged to base his interpretations upon inferences warranted by his 
study of known hallucinators.^® 

great many common schizophrenic symptoms are only exagger- 
ations of the behavior of a normal person engrossed in his own pre- 
occupations. To this category belong the motionless sitting, stand- 
ing and staring, the giggling, smiling, laughing and talking to one- 
self, for which there may be an explanation in private fantasy but 
none in the shared environment. To it belongs also behavior which 
we call merely incongruous or inappropriate, but which consists 
actually of overt responses in the social field to events in a fan- 
tasied context. In other words, something unseen, unheard and 
unshared by an observer may nevertheless provide attitudes which, 
although they remain private, still give congruity and appropriate- 
ness to the responses from the patient’s point of view. For the lay 
observer the patient’s responses are senseless and often annoying, 
like recurrent laughter next door or one side of a telephone conver- 
sation. However, schizophrenic symptoms may seem as strange and 
fragmentary to the patient as they do to the normal observer. That 
is, as a product of his progressive disorganization and desociali- 
zation, the patient has developed highly individualistic and incom- 

20 Compare the autobiographical account by a patient diagnosed as schizo- 
phrenic. J. Lang (pseudonym), "The other side of hallucinations," Amer, 
Jour. Psychiat., 1938, vol. 94, pp. 1089-1097 and 1939, voL 96, pp. 423-430. 
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municablc bebavior patterns which he no longer controls through 
self-reactions based upon the social attitudes of social persons. 

Most of the symptomatology which Kahlbaum mistook for signs 
of neural degeneration, when he developed his concept of cate- 
tonia,^^ has turned out to be behavior that is, or once was, sym- 
bolic in function. Gestures, grimaces, postures and mannerisms are 
either the overt, public part of an otherwise covert, private activ- 
ity, or else they are residual fragments of a personally important 
role that once belonged in a person’s behavior. They appear to 
others strange and meaningless because their context cannot be 
shared, and often because their context and origin have been lost 
even by the patient.^^ Tjje maintenance or stereotyped repetition 
of symbolic and residual responses in schizophrenia reminds one 
immediately of the autonomous tremors, cramps and tics in hysteria 
and the rituals in compulsive disorders. All of these symptoms are 
similar in that they represent at some time in the patient’s histoiy 
a personally significant attitude or response; and all remain unin- 
telligible, even to the patient, until their lost context has been re- 
constructed in behavior. 

The peculiarities of language and thought in schizophrenia have 
attracted a great deal of the attention of behavior pathologists dur- 
ing the past forty years.^* As we pointed out in Ch.apter 4, it is 
impossible to separate talking and thinking. As the acquisition of 
language habits proceeds in the shared social activities of a person’s 
childhood, thinking is gradually modified into less individualistic 
and more conventional patterns. The two varieties of symbolic 
behavior thus develop together, inextricably intermingled in some 
reactions and in others supplementing or to some extent opposing 
each o&er. Because schizophrenia is a disorganizing and desocial- 
izing disorder, it could be predicted that the chief biosocial instru- 
ment of mterpersonal communication, talking, would suffer from 
and contribute to the disorganization and desocialization of the in- 
dividual. And because thinking and talking as behavior are so 


21 We have discontinued the use of the term catatonic because its con- 
temporary meaning is fully rendered by schizophrenic. Thus, “catatonic” ex- 
citement, stupor or posture is the same thing as schizophrenic excitement, 
stupor or posture. 

“‘Inappropriate laughter’ and ‘silliness’ in schizophrenia,” Jour. 
Abnortn. Soc. Psychol., 1942, vol. 37, pp. 398-402. 

contemporary views see J. Kasanin (editor), Laneuase 
and Thought in Schizophrenia. Berkeley; University of California Press, 1944. 
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closely interwoven, it could also be predicted that his thinking 
would show the same changes and have the same effects upon the 
patient as his talking. Moreover, if we recall the ori gin and the 
mode of operation of self-reactions in talking and thinking, we can 
make a third prediction: that self-reactions will follow the same 
general pattern of disorganization and desocialization as do sym- 
bolic reactions to other persons and to shared situations. 

The patient’s talking and thinking may show no greater change 
than an indefinable vagueness of communication and reports by the 
patient of uncleamess in his thinking. A school-teacher, for example, 
complained as follows: I just exactly can’t talk as clearly. I’d give 
a pretty dime to talk like I like or place my words in talking with 
people noticing.” Of her thinking this young woman says, “It slips 
because you go on and talk and have imaginations and try for 
others and seems just to come back to you.” A high-school boy of 
sixteen, in an experimental test situation, completed the phrase. 
My hair is fair because, with the statement, “Because of something 
else, it’s on my head, it comes from my mother.” After partial re- 
covery he completed the same phrase" with, “Because I inherited 
it from my parents.” To the stimulus phrase The wind blows be- 
cause, he replied while ill, “Just cosmic dust,” but after partial re- 
covery his answer became, “Because of atmospheric air-currents 
changing.” 24 It is hardly necessary to reiterate that these symbol 
distortions involve the patient’s thinking along with his talking. 

In severe language disorganization the schizophrenic patient may 
reach a level of verbal discontinuity (scatter) at which his talk is 
useless as an instrument of communication. The conventional 
sequence of words and the use of appropriate connectives partially 
disappear, giving the flow of talk a disjointed character that is not 
the same as aphasic agrammatism, but can be just as disabling 
socially to the patient.^® In early cases, scatter may be evident only 
in relation to personal conflicts, but eventually it often includes 

24 N Cameron, "Reasoning, regression and communication in schizophrenics ” 
Psychol. Monog., 1938, vol. 50, No. 221. 

26 For comparisons between the language behavior of schizophrenic and of 
senile persons,^ the^ latter with cerebral incompetence, see N. Cameron, “A 
study of thinldng in senile deterioration and schizophrenic isorganization ” 
Am^. Jour. Psychol., 1938, vol. 51, pp. 650-665. For a comparison of the tert 
performance of schizophrenic and or normal presenile persons, see A. Magaret, 
‘'Parallels hi the behavior of schizophrenics, paretics, and presenile noii- 
psychotics. Jour, Abnorm. Soc. Psychol., 1942, vol. 37, pp. 511-528. 
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everything but a few stereotyped replies to stereotyped questions. 
New words ( neologisms ) also appear in the talk of some patients. 
These may be simply the further development of personal idioms 
in a seriously desocialized individual, or they may result from the 
condensation of two or more ordinary words. In the latter instance 
they are similar to the condensations that appear in normal dreams, 
and in the daytime talk of the normal person who is hurried, ex- 
cited, anxious, ambivalent or preoccupied. 

A development of particular importance in schizophrenic lan- 
guage behavior is the use of words and phrases in ways that ap- 
proximate their usual meaning but are sufficiently lacking in pre- 
cision and definition to confuse and fatigue the average listener. 
Some patients develop their own idiom, which becomes intelligible 
to a listener if he studies it in relation to each patients personal 
difficulties, his delusions and his history. Thus, a patient states that 
he is alive. Because you really live physically because you have 
menu three times a day; that’s the physical.” (What else is there 
besides the physical?) “Tlien you’re alive mostly to serve a work 
from the standpoint of methodical business,” A knowledge of the 
patients habitual idiom and his preoccupation with serving the 
world makes this translation possible: “You live physically because 
you have three meals a day and you live to perform a service in 
your daily routines.” The effect upon the listener of this use of 
personal idiom in schizophrenic talk, which is otherwise not dis- 
organized, can be judged from the following verbatim example. 

To the question. Why are you in the hospital? the patient re- 
plied: 


Im a cut donator, donated by double sacrifice. I get two days 
for every one. Thats known as double sacrifice; in otlier words, 
standard cut donator. You know, we considered it. He couldn’t 
have anything for the cut, or for these patients. All of them are 
double sacrifice because it s unlawful for it to be donated any more. 
(Well, what do you do here?) I do what is known as the double 
criminal treatment. Something that he badly wanted, he gets that, 
and seven days' criminal protection. That’s all he gets, and the rest 
I do for my friend. (Who is the other person that gets all this?) 
That’s the way the asylum cut is donated. (But who is the other 
person?) He’s a criminal. He gets so much. He gets twenty years’ 
criminal treatment, would make forty years; and he gets seven days’ 
criminal protection and that makes fourteen days. That’s all he gets. 
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(And what are you?) What is known as cut donator Christ. None 
of them couldn’t be able to have anything; so it has to be true 
works or prove true to have anything, too. He gets two days, and 
that twenty years makes forty years. He loses by causing. He’s 
what is known as a murder. He causes that. He’s a murder by 
cause because he causes that. He can’t get anything else. A double 
sacrifice is what is known as where murder turns, turns the friend 
into a cut donator and that’s what makes a daughter-son. (A 
daughter-son?) Effeminate. A turned Christ. The criminal is a 
birth murder because he makes him a double. He gets two days’ 

work for every day’s work (What is a birth murder?) A birth 

murder is a murder that turns a cut donator Christ into a double 
daughter-son. Hes turned eflPeminate and weak. He makes him a 
double by making him weak. He gets two days’ work for every 
one day s work because after he’s made a double, he gets twice as 
much as it is. He’s considered worth twice that much more. He 
has to be sacrificed to be a double.” 

Mutism is not uncommon in schizophrenia. Its most distinctive 
characteristics are the abruptness with which it may begin and 
cease, and the frequently obvious relationship it bears to the rest 
of a patient s biosocial behavior. For example, one of our patients, 
after too much confession under pressure said, ‘Tve talked too 
much, and remained mute thereafter for almost a year. Another, 
after several months of mutism without stupor awakened one night 
and asked to see her physician. When he came, she conversed with 
him for over an hour, her manner somewhat dreamy and her sen- 
tences sometimes trailing oflF without a finish, but the general form 
of her talk normally relevant and coherent. She spoke as one who 
had been in another world and had just returned, asking questions 
about the hospital, the nurses and attendants, the patients and her 
family. Finally she said she wanted to go back to bed. The next 
morning she was as uncommunicative as ever; a month later she 
began to speak in the daytime and eventually she made a social 
recovery. 

A third patient, who had become mute before admission, was 
one day visited unexpectedly by her relatives who were conducted 
straight to the ward by a nurse. She jumped up from a chair at 
once to ^eet them and conversed freely and naturally. When her 
psychiatrist, who had been doing a physical examination on a new 
patient behind bed screens, suddenly appeared, the talking patient 
became silent again, resumed speaking as soon as the psychiatrist 
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left, and finally relapsed into mutism when her visitors departed. 
She also recovered some months later under psychiatric therapy. 
We have already discussed the important complaints of thought- 
deprivation, unnatural interference and blocking of words and 
thoughts under delusions of influence in Chapter 13 . We said there 
Aat the schizophrenic patient sometimes claims that words are put 
into his mouth and thoughts into his mind by persons or machines 
in control of him, or that someone or something forces his tongue 
to move and to say things he does not himself think. These com- 
plaints arise obviously from disowning projection in a disorganized 
person.*® 


VARIETIES OF SCHIZOPHRENIC DISORDER 

We have seen that the Xraepelinian division of schizophrenia 
into four types originated, not from a preliminary planned study of 
patients, but from a recognition that the descriptions of four appar- 
ently diflerent diseases included many identical or similar symp- 
toms. IVhat Kraepelin attempted to do in his synthesis was to give 
each of the formerly independent entities a semi-autonomous status, 
like four political states brought into a single confederation. The 
cWef reason that these subdivisions are now in the process of being 
discarded is that each of them has been found to have character- 
istics supposed to identify one or more of the others. For example, 
all schizophrenic disorders involve important delusional develop- 
ments and so may be classified as paranoid, in the modern sense. 
Most, if not all, schizophrenic patients at some time show excite- 
ment, stapor, mutism or one of the other motility features formerly 
called catatonic. And almost any schizophrenic person, if he is 
sick long enough, may develop progressive apathy, indifference 
and habit-deterioration, hallucinate and exhibit “silly” behavior — 
characteristics that were once supposed to be peculiar to the simple 
and hebephrenic types. 

But the moment we discard the Kraepelinian types, on the 
grounds that they are not valid, we discover that we need some 
other system of subdivision because schizophrenia undivided is too 


26 See the interpretation of some of these phenomena in the autobiocranh- 
ical account of J- Lang (pseudonym), “The other side of the a£Fective side 
of schizophrenia, Psychiatnj, 1939, vol. 2, pp. 195-202; “The other side of the 
ideological side of schizophrenia. Psychiatry, 1940, vol. 3, pp. 389-394. 
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cumbersome to handle. The limitless variety of the symptoma- 
tology makes such an ordering necessary and the large numbers of 
schizophrenic patients make it feasible. Since one of the most 
sWking and important characteristics of schizophrenic disorganiza- 
tion is the disturbance in the patient s relationship to the social 
community, we shall begin by grouping schizophrenic patients in 
accordance with this relationship, whether it is predominantly ag- 
gressive, submissive or detached. Under the aggressive schizo- 
phrenic reactions we shall for convenience distinguish between per- 
secuted, grandiose and self-punitive patients; under the submissive 
schizophrenic reactions we shall similarly distinguish between 
compliant, dedicated and transformed patients; and under the de- 
tached schizophrenic reactions we shall distinguish between the 
primarily avoidant patient and the primarily adient patient. 

In setting up and using such a scheme of subdivision we must 
avoid above all the mistake of acting as if these groups and sub- 
groups were mutually exclusive types. On the contrary, a submissive 
patient may become predominantly aggressive and then, if his 
aggression is sharply countered by other persons, he may grow un- 
reactive to the social community and show progressive desociali- 
zation. Indeed, it is the changeability of the schizophrenic syndrome 
that constitutes one of its most important challenges to the ther- 
apist and the behavior pathologist. In all three major subdivisions 
the onset may be gradual or sudden, the progress may be slow or 
rapid, steady or episodic, and the outcome may be in recovery, 
partial recovery or no recovery. 

Aggressive schizophrenic reactions 

Persecuted patients. The persecuted aggressive schizophrenic 
patient is one whose attitude is predominantly hostile and resentful 
toward the social community. He attempts activelyvto outwit, elude 
or counteract the supposed attacks upon him, to obtain vindication 
from his detractors or to pay his persecutors back in kind. The 
delusions most characteristic of the subgroup are those of perse- 
cution and of influence. Patients frequently complain at first that 
there is something wrong in the atmosphere,” or something going 
on that they cannot quite understand. If sudden clarification devel- 
ops, there may be an abrupt unexpected assault, a panic reaction, 
headlong flight, suicide or insistent demands upon authority by 
the patient for protection and for the punishment of those who 
persecute him. 
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An ex-college student, for example, after years of unshared pon- 
dering, fantasying, watching and cautious questioning, came to the 
wholly unfounded conclusion that acquaintances of his had been 
involved in crimes of rape and incest. On the basis of bizarre mis- 
interpretations of ordinary city street scenes, such as the exchange 
of greetings between pedestrians and shouts or laughter from people 
in passing automobiles, he organized an extravagant pseudocom- 
munity of plotters and counterplotters. This pseudocommunity he 
peopled with the acquaintances whom he suspected, and with im- 
agined persons who talked to him at night. In his preoccupations 
— which were deep enough to make him lose one job after another 
for inattention to duty — the patient fixed upon first one and then 
aiiother person as the ringleader of the criminals. Finally he “re- 
alized the truth, heard the same night that his discovery would 
cost him his life, sought out the man who he *1cnew” was the master- 
mind, and assaulted him with almost fatal results. 

Grandiose patients. The grandiose aggressive schizophrenic 
patient is typically a disorganized self-assertive person whose dom- 
inant delusions are those of grandeur. The claims he makes to 
special distinction or power from the beginning lack the systemati- 
zation that characterizes paranoid disorders. As the patient grows 
more and more desocialized, his formulation of his claims becomes 
increasingly difficult for other persons to share or comprehend. The 
grandiose subgroup includes patients who in their self-reactions at- 
tempt to play the role of political, religious or military leader, of 
scientist or inventor, of author, poet or painter, of industrialist, 
labor leader, landowner or aristocrat. 

Some patients describe themselves as president or king, as God 
or as the emissary of a powerful agency or person, and seek to com- 
pel acknowledgment and acceptance of their status from other per- 
sons. Others assert that there is something important which they 
have been entrusted to perform, hear voices and have visions which 
confirm their delusional beliefs, but are unable clearly to formulate 
the mission or to put their convictions into organized action. 

A patient of ours, a college graduate, tried for a year to explain 
and to initiate a master program of industrial reform in his father’s 
factory. He was given a good salary, a small staff of his own selec- 
tion and complete freedom. But at tiie end of this period no one 
was able to understand what the program was, not even the staff, 
and nothing had been achieved beyond the accumulation of a shed 
full of junk and parts for some obscure enterprise. The father, who 
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was a self-made man, at first interpreted his son’s vagueness and 
strange techniques as the effects of four years in college which he 
hoped would be overcome by the realities of business. When, how- 
the patient threatened him with a loaded revolver for defeat- 
ing the master program, the father realized that his growing concern 
over the boy’s health was only too well founded. 

Schizophrenic grandiosity seems often to follow upon unsuccess- 
ful attempts to meet new challenges of the social environment. 
Thus, our schizophrenic boy with the Mignon delusion developed 
his first public sign of grandeur after an adolescent sex adventure in 
which he was frustrated and humiliated by the effects of his own 
anxiety. Another patient began developing a fantastic scheme of 
cosmic reform, in which visions of extraordinary wealth, power and 
sexual potency were intermingled, after he failed repeatedly in 
business. He had been successful in his brief military career during 
the war of 1917-18, and he had expected to rise quickly, and to 
gain the security and approval he needed, when he returned to 
civilian life. Such grandiose reactions as these are obvious compen- 
satory need-satisfaction substitutes in fantasy for other need-satis- 
factions which the patient has failed to attain in the shared social 
environment. 

The interrelations between schizophrenic delusions of grandeur 
and of persecution often result in a complex clinical picture which 
includes characteristics of more than one subgroup of schizophrenia. 
The grandiose person may conclude that, as a great person, he must 
have enemies who hate, fear and envy him. This makes him reac- 
tion-sensitive to signs of danger and favors his finding evidence 
which seems to justify his fears. Grandiose patients also explain 
away their failures and their confinement in a hospital by attrib- 
uting them to the work of jealous and frightened detractors. Re- 
ligious, moral and sexual delusions of grandeur often arouse anxiety 
and guilt, with fear of punishment, which in turn lead to the growth 
of a persecuting pseudocommunity or to self-punitive reactions. 
The evolution of delusions of grandeur from those of persecution 
follows similar lines; for example, patients seeking to account for 
their imagined persecution often conclude that to merit so much 
attention they must be great. Delusions of grandeur and persecu- 
tion side by side in the same person’s behavior are common among 
schizophrenic patients. 

Self-punitive patients. The self-punitive aggressive schizophrenic 
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patient directs his hostility toward himself in ways that resemble 
closely the coercion and self-punishment in compulsive disorders 
and the self-punitive behavior of depressed persons. We have 
already discussed, in Chapter 5, the common confusions of sadism 
and masochism, of righteousness, cruelty, sex and religion in rela- 
tion to need-satisfaction sequences and self-reactions.'^The dangers 
of such confusions in the disorganized and desocialized schizo- 
phrenic are many and grave. The need for severe, disabling and 
even fatal punishment, for example, is not always confined to self- 
punitive reactions that harm the patient. It may spread to involve 
other persons, who are helpless or unsuspecting, and since the 
spread usually develops in accordance with the patient s unshared 
fantasy context, it can seldom be completely anticipated. 

The young woman mentioned in Chapter 13, who burned herself 
fatally about the head and face, belongs in the group of self-puni- 
tive aggressive schizophrenics. So does a young man who deliber- 
ately dropped the leg of an iron cot on his finger because, he said, 
it might help him. A schizophrenic woman burned her hand with 
a pressing iron, explaining afterwards, “I felt I should be pun- 
ished.” She repeatedly extinguished cigarettes with her finger-tips, 
burning them so that they required bandaging. Another succeeded 
in stealthily cutting through a good part of her biceps muscle with 
manicure scissors while .she lay in a hospital bed under observa- 
tion. This self-mutilation was followed soon after by her statement 
to her physician that she had been troubled by monstrous hallucina- 
tions of vampire-like creatures which experimented on human beings 
and sucked their blood. There was no clear evidence that the act 
was carried out with suicidal intent. In schizophrenia, cases are 
not unknown in which a patient amputates his own hand or an ear, 
or blinds himself in one eye. The clinical reports of these cases 
make it seem probable that during mutilation the part is selectively 
reaction-insensitive, to the same degree as the insensitivity found in 
hysterical inactivation. 

Submissive schizophrenic reactions 

Compliant patients. The compliant submissive schizophrenic 
patient is one who believes that he is being somehow used, con- 
trolled, compelled or scapegoated. Instead of aggressively resisting, 
seeking protection or trying to escape, however, he maintains a rel- 
atively passive attitude toward the predicament of which he com- 
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plams. He may even attempt to cooperate with dominant person- 
alities and influences in his pseudocommunity and actually invite, 
or at least do nothing to avert, the climax which he sees approach- 
ing. The compliant schizophrenic patient nearly always exhibits 
delusions of influence and usually those of self-depreciation also. 
Persecutory delusions, when they are present, arouse in the sub- 
missive patient at most some complaining and objecting, but they 
do not lead to hostile attack, active flight or vigorous defense. 

One woman was convinced, for example, that her physicians and 
nurses were all converging on her with magnetism, radium and 
electricity to make her lose her mind and so bring her will under 
their control. At the same time she said she knew it was for her 
own good, to make her well, and that she must have a “scientific 
baby” before she could recover. A schizophrenic man felt com- 
pelled to go abroad and join the foreign legion so that he would be 
killed. Sometimes he said that he had been ordered to do this as 
expiation for the unpardonable sin; sometimes he said he was being 
sacrificed so that his family might escape the death. Another 
patient believed that her behavior was controlled by a machine 
fkat the nuises checked on what she was thinking by snapping 
switches on and oflF in the ward kitchen. Messages appeared in 
the newspapers or over the radio that told her what to do and 
where to go. She was part of someone’s plan, but she did not know 
what the plan was about. Her one great duty was to please and 
obey those who controlled her. 

Dedicated patients. The dedicated submissive schizophrenic 
patient is one who considers himself a passive instrument through 
which something of unusual significance is to be accomplished*— 
a mission is to be performed or a great evil to others is to be imple- 
mented. The patient does not actively perform the mission or im- 
plement the evil, but through his living or dying, or through his 
transfiguration, the goal set by someone else is realized. Often he 
seems to have nothing more to go on than a conviction that in 
some obscure way, which he himself cannot understand but must 
not resist, something strange or momentous is about to happen 
because of him. This reaction is one of grandeur and often of 
ecstasy and possession, but the dominant attitudes, instead of being 
aggressively self-assertive, are those of humility, self-effacement and 
surrender. The patient’s symbolism is usually permeated by mys- 
ticism in which there may be a confusion of ambivalent trends, re- 
ligious exaltation, guilt, anxiety and sexual need. 



474 SCHIZOPHRENIC DISORDERS 

An adolescent girl, after several months of aloof secretiveness in 
the home, announced to her mother that she was going to give birth 
to a baby. She said that she had never beheved in immaculate 
inception before, but now she knew it was true. She knelt down 
in front of her mother and wept, saying that she had been worried 
about being sinful and was so glad not to be frightened any more. 
In the hospital she postured in the crucified position, made signs of 
reverence and submission to God, said that she had something 
which it was her duty to protect, and spoke of the Christ chfid and 
of being sinful. She heard voices, especially at night, and was obvi- 
ously frightened by them, but she could not tell what they had said. 
After three weeks she became stuporous. 

Another patient, a medical student, developed acute anxiety fol- 
lowing a visit home where a physician friend told him it would take 
him haM a lifetime to estabhsh a secure practice. Before making 
this visit, he had been falling behind in his work and worrying over 
his intellectual and moral fitness for the career he had chosen. Back 
at school the patient noticed the cross of light that the street lamp 
made on his window screen and mistook it for a crucifix in the sky. 
During the night he heard God telling him to submit to His will, to 
go home and be dependent on his mother. In the clinic he said that 
he understood he was a hnk in a chain of helpers who would “bring 
good influences to the people and change them.” After seven 
months of active therajiy in a hospital he recovered, recognized 
his episode as an illness and went to work .as a store clerk, living 
under the parental roof again, with apparent satisfaction. 


Transformed patients. The transformed submissive schizophrenic 
patient is one whose body seems to him to have undergone impor- 
tant changes. These sometimes develop out of hypochondriacal 
preoccupations as delusions of body change in a person whose be- 
havior is for any reason disorganized. Body transformations seem 
to be most often reported, however, by schizophrenic patients who 
have serious doubts concerning their own personal adequacy, who 
are suftering from the effects of severe guilt reactions or who, be- 
cause of their anxieties and ambivalences, have become confused 
over the culturally determined roles they feel called upon to play. 
The conviction of important body change may thus be an out- 
growth of attempts to account for failure, just as in the hypochon- 
driacal disorders, or an expression of the acceptance of a subor- 
dinate or a dual role. In the following case we see a bizarre delu- 
sional development that illustrates most of these points. 
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The patient, an unmarried electrical engineer of thirty, appeared 
one day alone in an out-patient clinic, complaining that a snake 
was in his belly and that he was three persons in one — a man, a 
woman and a child. He was admitted the next day as an in-patient, 
and the following account of his illness and its background was 
obtained. His mother had died a few days after his birth, and he 
was almost at once legally adopted by a childless couple and sep- 
arated from his siblings. His foster-parents were imusually indul- 
gent, his foster-mother was domineering and possessive toward him, 
and he had no children to play with until he went to school at the 
age of eight. He recalled that he was always happy in playing 
imaginative, solitary games; and he always regarded his foster- 
mother as perfect, an opinion which was not shared by his other 
relatives who described her as demanding, nagging and short- 
tempered. 

When he was fourteen the patient began practicing autoerotism, 
and developed great concern and guilt over it, which by the time 
he was fifteen reached the proportions of an adolescent anxiety dis- 
order. He imagined terrible things happening to him because of his 
sin, among them the feeling that his blood had been tinned into a 
snake which whirled about in his body. This illness lasted six 
months, but never kept him from school for more than a few days 
at a time. At engineering college he had two similar episodes of 
shorter duration, each developing in a setting of stress, fatigue and 
failure in examinations. He was graduated from college at twenty- 
two, obtained employment as a draftsman whose task it was to 
devise and test electrical signaling circuits, and returned to live 
with his foster-mother, who had meantime been widowed. 

AlAough the patient speaks of this phase of his life as “the happy 
days, it must also have been difficult for him. For his foster- 
mother was soon paralyzed by a stroke and became, according to 
relatives, a terrible old lady, a cantankerous, “impossible” invdid. 
The patient had to run the house and the finances, and look after 
his foster-mother while holding down an exacting job. In spite of 
all t^ he m^aged to devise and patent a new kind of wheel chair 
in his spare time. He fell in love with a girl during this period and 
asked her to marry him. She accepted his proposal on the condition 
that he give up his mother, but he decided instead to stay with his 
mother jmd gave up the girl. MTien he was twenty-eight, the patient 
lost his job because of the depression and, failing to get another, 
began making and selling his patented wheel chairs. This brought 
him in only about two hundred dollars in a year’s time. Then he 
came down with influenza and gave it to his foster-mother who 
died quite suddenly. He had to get out of a sick bed to make the 
funeral arrangements and attend the burial. 
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When it was all over, and he had sold the home and gone to live 
with acquaintances, he still felt ill and sad. He had been able to 
make few close friends while his foster-mother lived, and now he 
found life empty and lonely. He tried hard to establish himself in 
the affections of his siblings, behaving as if he had been brought up 
with them, but they were cool and their failure to accept him hurt 
and bewildered him. His only consolation was the friendship of a 
gill whose acquaintance he made at this time. He did not propose 
marriage to her until later, but he took it for granted that when he 
did the girl would accept him. 

A year after his foster-mother’s death, and eight months prior to 
his admission to the clinic, the patient succeeded in getting a job 
as mechanic s assistant in another city, where he worked with a gang 
of good-natured but earthy men. As an awkward, socially inexpie- 
rienced person, he quickly became the butt of his fellow-workCTs’ 
witticisms. He made the mistake one day of admitting that he had 
never had sexual intercourse, and from then on he was called a 
virgin. His virginity, with its possible implications, was repeatedly 
discussed and commented on in his presence. Since teasing of this 
kind usually includes deliberately ambiguous references to the sex 
of the person being discussed, it is highly probable that this banter 
gave the patient a great deal of material for his subsequent con- 
fusion over his own sex. 

For recreation the patient spent week-ends in his home city 
visiting acquaintances and his girl friend. During the week, as he 
had no friends in the city where he worked, he went occasionally 
to public dance halls where dancing partners were provided by the 
management. One night, about five months before admission to the 
clinic, he found an abrasion on his genitals after he had indulged 
in considerable sex play with a girl at the dance hall. When a rash 
appeared on his body a few days later, he was not unnaturally 
alarmed at the possibility of syphilis; he apparently feared it as pun- 
ishment for his sexual play, but he did nothing about it excepting 
to worry. Two months before admission, after changing to harder 
work, the patient developed back pains; and at about the same time 
his girl friend told him that she was in love with someone else and 
not interested in him. The pains became worse and spread to his 
abdomen and groin. His fears about syphilis finally drove him to 
seek medical help and, in the course of diagnostic investigation, 
cystoscopy was performed which was painful, resulted in genital 
paresthesias and heightened the patient's anxiety. 

The physician reported to the patient that urine specimens ob- 
tained in cystoscopy showed kidney infection and gave him two 
bottles with the instruction, "If you feel anything unusual down 
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there take some medicine.” He said there was nothing to worry 
about because he had “washed out the kidneys.” Unfortunately 
the patient was acquainted with the popular superstition that tam- 
pering with the kidneys changed a man’s sexual powers. He said 
later, “It all started after I had my kidneys cleaned out. . . . The 
medicines cleaned me out front and back and I was practically 
hollow there.” He returned to work, but “everything seemed like a 
dream, his eyesight was dim and he saw spots before his eyes. He 
visited his physician twice “to .see what it was all about,” but the 
medicines prescribed made him feel more upset than ever. 

The patient said that his two sides were no longer working to- 
gether and the right was stronger than the left. One night he 
awakened to find that he seemed to have grown a female breast on 
the left and to have acquired boy’s genitals which were not a part 
of himself. He believed he could choose through his mind which 
of these three persons he might become - the man, the woman or 
the child. But the medicines he took moved all the fluid from his 
testes to his rectum, causing the boy to “win out.” Now, it seemed 
to him, his voice grew boyish, his hands lost their squareness and 
became soft, he felt weak and his heart felt weak, only one side of 
his intestines was working, and a hernia which had been corrected 
in boyhood seemed to come back. At one time he was sure that 
he had three hearts, one on the right, one on the left and one in his 
genitals; and the blood rushed back and forth between the two 
sides. He thought that his father’s blood was in the right side of 
him and his mother’s in the left. He heard a voice telling him to 
orink much more milk and he would be well; he was not sure 
whether it was God’s voice or the devil’s. At night he had horrify- 
ing dreams and in the daytime he began walking the streets alone, 
feeling that terrible things were happening to him. 

He dreamed, for e.xample, that he was giving birth through his 
chest to a litter of kittens, all chewing and scratching. After an 
anxiety dream, another night, he turned on the light to find that his 
body had turned white. One night he dreamed that his body had 
shriveled up and awoke e.xpecting death. In his fright he made a 
will and sat down in a chair to die; his body became stiff and then 
he knew he was dead. But he felt better after a wnile and went out 
for some food. In the morning he was so weak he could hardly 
walk, his food fell through him like a stone and the snake was in 
him. Of this episode he said, I ve been bothered by seeing myself 
all kinds of shapes after I d taken that medicine a couple of weeks. 

. . . One was iron. My body was shrinking up, and I felt death 
creeping up on me and I ate sour fruit. Next morning the snake 
was in my belly and then in my back, and it’s been traveling around 
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in me ever since When I walk, I walk like a snake.” His blood 

rushed around his body “like a wriggling snake,” as it had in his 
adolescent illness. 

In desperation the patient returned to his home city for help. His 
old family physician advised him to go to a psychiatric clinic and 
his friends told him he was getting on their nerves. He telephoned 
his former girl friend, but she only said, “You must paddle yoxir own 
canoe.” He said to himself, “There’s no one in the world to help 
me now.” Back in tlie city where he worked, he at first wandered 
about indecisively, then went to one psychiatric clinic asking for a 
blood test, made an appointment at another clinic, and finally, after 
seeing another physician in town, returned to the first one, where 
he was examined and the next day, as we have seen, admitted as an 
in-patient. After a few days of confusion the patient seemed to im- 
prove rapidly. He dismissed his former interpretations as “crazy 
stuff” and said he “must have been nuts.” At the end of four weeks 
he was discharged to return to work and report to the out-patient 
clinic for continued psychiatric treatment. Eleven days later he 
was readmitted, dirty, disheveled, agitated, suspicious and confused, 
saying that he was “falling to pieces.” After five months of only 
superficial improvement, the patient was removed to a private sani- 
tarium near home. A year later he was reported to be mute and 
withdrawn, apparently sitting most of the time by himself, hallu- 
cinating, smirking and giggling. 

This case describes a man who, throughout most of his childhood 
and young adulthood, was denied opportunities which the average 
person has of acquiring adequate techniques of social role-taking, 
partmularly those he needs for affectional attachments outside of 
the family group. As a result of his limitations in these respects, the 
patient, once his foster-parents died, was unsuccessful in his at- 
tempts to establish himself in the cultural pattern of his contempo- 
raries as an independent adult among adults. Each time he met 
failure he tended to develop self-reactions of a socially immature 
character in which hypochondriacal preoccupations were prom- 
inent. He seemed never to have reached a socially mature adult 
level in his sexual adjustments. His inadequacies in this direction 
are obvious in the ineffectuality of his attachments to women of his 
own age, and in the acute anxiety he developed over the possibility 
that he was being punished by syphilis for his sex play. Indeed, 
even his hallucinations gave a hint of childlike dependence when’ 
in desperate need of relief from his mounting anxiety, the best he 
could do was to hear a voice tell him to drink more milk , 
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The loss of his foster-mother, who received her fatal infection 
from him, left the patient alone in the world for the first timp. in 
his thirty years. He suffered the humiliation of being reduced in 
social status from the rank of an electrical engineer to an assistant 
mechanic. His siblings and his girl friend rejected him, and his 
fellow-workers made a clown of him and taunted him because of 
his sexual inexperience. He developed pains on the basis of an un- 
mportant urinary tract infection and acute anxiety on the basis of 
its treatment. Finally, in a whirlwind of hypochondriacal misin- 
terpretations, horrible dreams, delusions of body change, and fright- 
ening distortions in his self-reactions, the patient became severely 
disorganized and ultimately desocialized, with almost complete 
detachment from the social community. 

Detached schizophrenic reactions 

Avoidant patients. The avoidant detached schizophrenic patient 
is one whose reactions are directed primarily away from situations 
of need-frustration, anxiety and guilt, with a resulting restriction 
of behavior chiefly in terms of an autistic fantasy community. The 
detachment or insulation from the shared social community may 
be transient, recurrent or chronic, it may be stationary or progres- 
sive, and it may vary in degree from mere vagueness and apparent 
inattention to an almost wholly unreactive schizophrenic stupor. 
Detaching avoidance occurs most often toward the end of a suc- 
cession of other attempts at solution, all of which have failed. In 
these prior attempts there may be little evidence of behavior disor- 
ganization or, as in our Kansas City high-school girl, disorganiza- 
tion may be obvious long before avoidant detachment reaches seri- 
ous proportions. 

Sometimes avoidant detachment seems to develop gradually 
through adolescence without clear-cut evidence that serious, con- 
sistent attempts have been made to meet recurrent frustration, 
anxiety and guilt by the utilizing of other adjustive techniques. This 
approximates the classical description of dementia simplex. How- 
ever, a great many of these cases turn out on closer study to have 
been lacking, not so much in overt incidents as in competent obser- 
vation and reporting on the part of relatives and friends. In other 
words, the more carefully and completely the development of a 
schizophrenic disorder is studied, the less likely it is to resemble 
the classical dementia simplex. Detaching avoidance may also de- 
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velop with dramatic abruptness, usually in response to sudden 

anxiety, as the following case will illustrate. 

The patient, a single woman of thirty who owned and operated a 
small shop, developed recurrent attacks of abdominal pain and 
vomiting, on the basis of which her family physician made a diag- 
nosis of appendicitis and advised surgery. For two weeks this 
advice was persistently rejected. The patient had always been ex- 
ceedingly afraid of hospitals, even to the extent of crossing the street 
to avoid passing near one; she could never be persuaded to visit a 
hospitalized relative or friend, but instead would send flowers and 
an apologetic note. However, one night she became so frightened 
by an attack that she allowed herself to be taken to a hospittd where 
she was immediately operated on for acute appendicitis. The ap- 
pendix when removed was found not to be acutely inflamed and 
recovery was surgically uneventful, except for a low-grade fever 
which disappeared after adequate hydration and elimination had 
been established on the psychiatric service. 

Psychiatric consultation was requested after the patient became 
increasingly difficult to arouse and spoke vaguely of having cancer, 
of dying, of giving birth to a baby, and of seeing angels and flowers! 
When visited by the psychiatrist, the patient was lying almost mo- 
tionless in bed, her eyes were closed and the eyeballs rolled upward, 
her limbs were moderately flaccid, her lips occasionally moved, and 
a serene smile appeared every now and then on her face. She sub- 
mitted to neurological examination with neither resistance nor co- 
operation. It was difficult to rouse her sufficiently from this semi- 
stuporous condition to answer questions, and when she spoke her 
^^swers were fragmentary and often seemed irrelevant. She said, 
“All the beautiful flowers” several times, and spoke slowly and dis! 
connectedly of angels and music, the garden, cancer and dying. She 
said she might have been baptized a Baptist or gone to a Methodist 
kindergarten; actually she had been brought up as a Catholic in a 
Catholic family. When she stopped speaking, and before closing 
her eyes again, she would stare at the ceiling with a tranquil look 
and a flxed faint smile. It is especially noteworthy that the patient 
was quite well oriented, missing the date by two days, getting 
month and year correct, naming the hospital and city, and recog- 
nizing that the persons around her were nurses, doctors and patients. 

On the psyehiatric service, after physical examinations and blood 
studies had again revealed no organ or tissue pathology, the patient 
was gotten up and placed upon a full regime of planned psychiatric 
therapy, under the close supervision of the psychiatric resident and 
the head nurse. She required constant fterapeutic pressure during 
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the day to keep her from lapsing into deep preoccupation and com- 
plete inactivity. When left alone for a few minutes, she would 
slump in her chair, sometimes almost falling out of it onto the floor. 
Because of her fright over medical instruments the patient was 
hydrated and fed entirely by mouth, at the cost of great effort and 
patience on the part of the nurses. Enemas were discontinued after 
an exacerbation of acute anxiety in which she said that snakes were 
being put in her body and would gnaw her vitals; this fear did 
not recur. Within a week of her transfer to psychiatry, she was 
able without ill effect to give a retrospective account of the develop- 
ment of her illness, which was checked against the observations 
made by the medical and nursing staffs and the family. 

According to her statement, as she went under the anesthetic 
the patient was dominated by two fears: one that she would die, 
and the other that she would advertise, to everyone around the 
hospital, a misdeed of her adolescence to which she attached great 
importance. When she came out of the anesthetic, she was fright- 
ened at being on a surgical ward, thought she was dying and said. 
Take care of father and mother.” The day after her operation a 
doctor brought nurses to her bedside and discussed her case; she 
gathered from what was said that something terrible was the matter 
with her. She asked about the appendix and was told that it had 
not been found acutely inflamed. Then another surgical patient 
came to her bed and heightened her anxiety by telling her not to 
trust the doctors and nurses. This patient had also been told, she 
explained, that she had appendicitis, but she really had cancer and 
they had been lying to her to fool her. “Now look what they’ve 
done to me, she said, and she showed our patient her colostomy 
wound under the surgical dressings. 

In her anxiety the patient came to the following conclusions: 
there was a conspiracy to keep the truth from her; tlungs more ter- 
rible would happen to her in the hospital; she was dying; the nurses 
and doctors were against her; she had made her secret public and 
everyone would reject and disown her; she had cancer or “a disease”; 
she had given birth to a child; something crooked was going on 
around her; she was being killed by a “dry gas” -the kind she had 
always smelled when she went past a hospital; her blood was gone 
or was bad. Her family was upset next day to hear her say that 
they must get her out of the place, that the nurses would give her 
no attention and were trying to get rid of her and that she must see 
the supervisor. She asked her sister to pray for her soul and said 
she had cancer or a disease.” These complaints were all the more 
surprising as the patient had never confided her troubles, personal 
or business, to anyone, and rarely criticized or commented unfav- 
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orably upon others. That night the patient heard her mother's voice 
saying, “Do the best you can with her. No use taking her home 
now.” Another voice spoke of killing her sister and throwing a rock 
through the window. The next day she seemed suspicious of every- 
one and refused all food and fluids. 

It was around this time that the patient began seeing and hearing 
the angels. They were in the air above her and they kept saying, 
“Come up into the garden,” which meant to die. There were beau- 
tiful flowers and music. She said to the nurses; “I feel like Im 
going up and away.” A little later she explained, “I would just start 
to wander up in the air, rise up and leap, then find I was on the 
l)ed. ... I was dreamy all the time, from morning to night, just 
dreamy. I couldn t wake myself up. IVe been dreaming for two 
days. {Are you coming out of it?) I hope so. {Did you enjoy it?) 
Oh, no! I had everybody in my dreams. Angels, flowers all around. 
They thought I ought to come up there; I thought I was. I thought 
I had cancer. {Before the operation?) No, after that.” At this point 
the patient was asked when she had had her operation. She replied 
correctly, Monday,” but then closed her eyes and went limp; her 
eyeballs rolled upward and she became cataleptic when manipu- 
lated. On being roused she asked, “Why did my blood go out? 
Tm waiting for the gas to go through and touch my heart. When 
it fills up itll put me to sleep. They 11 put me in the morgue. Tm 
not afraid to die now.” 

Two days after the patient had become practically symptom-free, 
a fellow-patient, assuming that she was married, unfortunately asked 
her how many children she had at home. She was greatly disturbed 
and said soon after that she believed all her fears about exposing 
her misdeed were well-founded. That evening she heard the radio 
broadcasting about her and insisted that an “extra” had been gotten 
out to tell her life story. She interpreted crying on the ward as a 
sign that others knew she was doomed. She seemed fearful, sus- 
picious and bewildered. She said: “I’m drawing my last breath. 

I beg you to send me home so they can put me in the graveyard. 

. . It s too late now to think anything.” Later in the day she said, 

“I guess I m only a spirit and these are angels around me. {Who?) 
The nurses. Its all too good to be true. I know they are real. Ill 
be dead and you can throw me in a furnace.” The next day she 
seemed much improved and said, “I don’t know if it was all a night- 
mare or what.’ There were no further episodes of fear and con- 
fusion. She was finally discharged, clinically well, three weeks after 
her operation. Because of her continued dread of hospitals and 
hospital personnel, she was followed up for two years through a 
relative who reported that the patient appeared to have recovered 
completely. 
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Adienf patients. The adient detached schizophrenic patient is 
one whose reactions are directed primarily toward fantasied situ- 
ations in an autistic fantasy community, through fascination or 
preference, and without evidence of the dominance of antecedent 
anxiety and guilt. Detaching adience may also be transient, recur- 
rent or chronic, it may be stationary or progressive, and it may 
vary in degree from mere vagueness and apparent inattention to an 
almost wholly unreactive schizophrenic stupor. In many cases, 
detaching adience seems to be one of the first serious attempts 
made to achieve satisfactions which the social community does not 
provide. Our case of the dishwasher-duchess, cited and discussed 
in Chapter 4, illustrates this variety. The girl found her imagined 
activity in a fantasy context so fascinating and so satisfying that she 
confined her behavior almost completely to reactions in terms of 
an autistic community. In this community she played in imagina- 
tion the role of a beautiful, envied aristocrat to whom other^per- 
sons were subordinated. 

In many cases, detaching adience follows upon other less suc- 
cessful attempts at meeting adult or adolescent problems. Usually, 
however, the patients history gives evidence that he had become 
exceptionally well-practiced in fantaiiy techniques before the onset 
of schizophrenic symptoms. 

A young engineer, who had graduated creditably from an engi- 
neering school and landed a good job for himself, showed a gradual 
decline in his ability to do his work until he finally lost his job. At 
home he spent his days lying around the house; he had no com- 
plaints. After admission to a psychiatric clinic he said frankly that 
there was nothing anyone in the world could offer him as valuable 
as his daydreams. 

This patient said that as a child he had always had an imaginary 
boy playmate who meant a great deal to him. In adolescence the 
imaginary playmate became a girl with whom he fell in love. He 
made strong attempts in college to get away from this autistic 
affair and managed to fall in love with a married woman who ap- 
pears, from all the evidence available, to have considered him as no 
more than a good friend. He did well in his studies and went 
aggressively and successfully after a job, as we have said. But here 
the difficulties involved in getting started in a competitive field, 
where rewards were only in a vague and distant future, proved too 
much for him. 

It was the imaginary playmate of his daydreams who rescued 



484 SCHIZOPHRENIC DISORDERS 

him from this situation.^T In his fantasy he courted and married 
her; and they lived a complete life together as man and wife in the 
autistic community of his own imagining. Thus, the satisfactions he 
had learned to find by this technique, throughout childhood and 
adolescence, now culminated fittingly in the perfect autistic union. 
To leave this fantasied world for the drab loneliness of the shared 
social community was to give up everything he valued in return for 
nothing. He said, “I know where this is leading me, but it doesn’t 
matter.” 

Schizophrenic disorders in relation to organ and tissue pathology 
In the introduction to this chapter, we referred to the difiBculty 
that Bleuler had in abandoning his neurologizing predilection when 
he developed his new formulation of schizophrenia under the influ- 
ence of Freud. We said that it was Adolf Meyer, at the time a 
brain pathologist, who seems first to have recognized the greater 
promise held out by a consistently behavioral interpretation. Stu- 
dents of schizophrenia, however, are still sharply divided on this 
issue, one group maintaining that schizophrenic disorganization 
and desocialization can be accounted for in terms of biosocial devel- 
opment and environmental stress, the other group insisting that 
such a formulation is inconceivable.-® 

Those on one side of the controversy point to the meager and 
contradictory character of evidence for brain pathology or biochem- 
ical change as the fundamental fact in schizophrenic development. 
They contrast the cases of reversibility and complete recovery - 
vdth and without shock treatment - in schizophrenia with the prac- 
tical irreversibility of the clinical picture in cases of brain damage 
sufficient to produce a symptomatology of comparable severity and 
complexity. Those on the other side deny that recovery from schiz- 
ophrenia is possible, call freedom from complaints and symptoms a 
remission -no matter how long it lasts -and look to better histo- 
logical techniques and more refined biochemical analysis of the 
future to provide the data they need. This difference of opinion is 
currently an important stimulus to further work on schizophrenia. 

It should be said at this point that the anxieties and needs pre- 

27 Compare the report of L. Bender and F. Vogel that normal children use 

the imaginary companion when they need him and give him up when the 
need js oyer. “Imaginary companions of children,” Amer. Jour. OHhopsuchi- 
atry, 1941, vol. 11, pp. 56-66. ^ ^ 

28 For a discussion of this problem, in relation to both normal and abnormal 
behavior, see Chapter 3. 
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cipitated by some other illness or an accident may become factors 
in the development or the ingravescence of a schizophrenic disor- 
der. In one of our cases, for example, we saw that the manipula- 
tions and the cautions incident to cystoscopic examination certainly 
accelerated the process of schizophrenic disorganization; while in 
another case cited, acute anxiety over sin and the threat of death 
turned an otherwise uneventful surgical recovery from appendec- 
tomy into schizophrenic detachment. Indeed, the growing recog- 
nition today that the implications to the patient of illness, injury or 
surgical operation may be of the greatest importance in determin- 
ing his improvement has led in some quarters to the inclusion of 
biosocial studies of the patient-as-a-person in the examination pro- 
cedures of general hospitals. 


BIOSOCIAL BASES AND DETERMINANTS OF SCHIZOPHRENIA 

In our case material and the analysis of symptoms we have al- 
ready answered the question. What are the characteristics of nor- 
mal behavior from which schizophrenic disorganization and deso- 
cialization are derived? When the schizophrenic disorder develops 
under the eyes of observant and articulate persons, so that ade- 
quate data are available, there is usually little diificulty in tracing 
its evolution from antecedent anxiety, frustration, conflict, guilh 
confusion and ambivalence.^® It will be recalled that even in our 
early discussions of behavior organization, exclusion and inclusion, 
emotional and symbolic reactions, role-taking, need and the basic 
adjustive techniques, we took some of our clearest examples of 
transition from normal to abnormal from the behavior of persons 
who became schizophrenic. The disorganization and desocializa- 
tion that characterize schizophrenic disorders, as we have repeat- 
edly pointed out, are closely related to and derived from the less 
serious confusion and asocial withdrawal which any normal adoles- 
cent or adult may show under strong and persistent personal stress. 

If at this point we ask our second question, What are the deter- 
minants which seem to favor the development of schizophrenic dis- 
orders in same persons and not in others? we shall And that it, too. 


29 See for example G. Terry and T. Rennie, Analysis of Parersasia. Nerv 
Ment. ]^s. Monog. Series, 1938, No. 64; T. Rennie, “Follow-up study of five 
Vqoo » * scWzophrenia admitted to the hospital from 1913 to 

1928, Arch, Neurol, Psychiat,, 1939, vol. 42, pp. 877-891. 
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has been already answered. Schizophrenic disorganization and 
desocialization appear to develop most readily in anxious solitary 
individuals who are socially immature as well as socially inept. In 
fact, as we have seen, the illness may first become obvious after 
some awkward and ineffectual attempt has been made to meet one 
of the many challenges of adolescence or young adulthood. In 
other instances the precipitating situation has its effect because the 
patient had previously been shielded in some way from the full 
impact of adult competition, or what is worse for many overpro- 
^ tected persons, from adult indifference. Practically all persons 
developing schizophrenic disorders have for one reason or another 
relied heavily upon fantasy as a technique for overcoming frustra- 
; tion, gaining rewards, resolving conflicts and taking revenge. 

The schizophrenic patient is usually a person who has never ac- 
quired the degree of social skill he needs for shifting his perspec- 
tives through taking successive culturally determined roles when 
he is under stress. In other words, he has not succeeded in estab- 
lishing himself firmly in his culture.^® He does not share his anxi- 
eties, conflicts, suspicions or loneliness with others because he lacks 
the techniques for doing so. He may be overtrained in dependence 
and made reaction-sensitive in the process to the approval and 
censure of other persons; but he has been kept so consistently on 
the receiving end of this relationship that he is incapable of check- 
ing on the validity of his own interpretations by taking the roles of 
persons whose conduct frightens or puzzles him. 

^ Such an individual is left in a personal crisis with only the rela- 
tively inept techniques of private fantasy, furtive observation and 
unwarrantable inference at his disposal. The initial disorganization 
which develops - as it might in any normal person under critical 
conditions renders the socially unskilled and immature person 
still more inadequate and isolated, while his increasing isolation 
tends in its turn to reduce yet further his opportunities for the 
effective personal interaction upon which social adequacy must 
depend. Thus the patient s behavior may describe a descending 
spiral from comparative inadequacy to complete ineffectuality, and 
sometimes to complete inaction. 

The pseudocommunity and the autistic community 
In cases of clear-cut uninterrupted progression, like those of our 

3® N. Cameron, “Experimental analysis of schizophrenic thinking ” in T 
Kasanin (editor), Language and Thought in Schizophrenia, 1944, pp. OT-64. 
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Kansas City high-school girl and the electrical engineer, it is pos- 
sible to distinguish three successive phases in the development of 
schizophrenic desocialization. In the first phase, the patient at- 
tempts to meet a personally challenging situation primarily in terms 
of the social community, that is, with reactions oriented in relation 
to a functionally integrated social group of which he is a member. 
The high-school girl, for example, began with aggressive attempts 
to establish herself as the dominant female in a complex domestic 
situation. The electrical engineer, after he had lost through death 
the one person he loved, tried actively to form new affectional 
attachments with his siblings and a girl he knew. These patients 
were both unsuccessful, as we have seen, because they had not 
acquired in childhood a degree of skill in social techniques that 
would enable them to deal adequately with a major personal crisis. 

The same want of adequate social techniques is responsible for 
the relatively rapid development of the second phase, in which a 
pseudocommunity partially supplants the social community as the 
focus of a schizophrenic individual’s behavior. We have already dis- 
cussed, in Chapter 14, the evolution of this pseudocommunity as an 
organization of the patient’s reactions to the observed and inferred 
behavior of actual and imagined persons on the basis of delusional 
conviction. A third phase is especially characteristic of schizo- 
phrenic desocialization but is not confined to it. In this phase the 
dominant reactions in the patient’s behavior are made up of the 
imagined activities of imagined persons in a fastasied context. This 
organization of behavior is what we have earlier referred to as the 
autistic community. The high-school girl, the electrical engineer 
and the surgical patient each eventually restricted behavior almost 
wholly to an autistic community, two of them permanently and the 
other temporarily. 

We may now define the autistic community as the organization 
of an individuals reactions to the imagined activities of imagined 
persons in a fantasied context. It is obvious that autistic communi- 
ties are characteristic, not only of behavior in schizophrenic disor- 
ders, but also of normal dreaming and daydreaming and of be- 
havior in the autonomous hysterical seizure. However, in dream- 
ing the person who fantasies is asleep. When he awakens, his be- 
havior is restructured by his social environment and the autistic 
community of his dream organization disappears from his behavior. 

In daydreaming, as in schizophrenic desocialization, the day- 
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dreamer’s reactions are organized as an autistic community despite 
his being awake and surrounded by cultural objects and social per- 
sons. But, as we pointed out earlier, there is a fundamental diflFer- 
ence between the normal and the schizophrenic daydreamer - the 
one can readily break the thread of his fantasy and react ade- 
quately in terms of the shared social community, whereas the other 
cannot. This comparison at once reminds us also of the situation in 
autonomous hysterical seizures which we discussed in Chapter 12, 
The patient who suffers from episodic hysterical seizures is pro- 
tected from serious general behavior disorganization by the very 
fact of his overexclusion. For we saw that his behavior in the 
seizure radically excludes reactions belonging to the social context, 
while his behavior at other times radically excludes reactions be- 
longing to the seizure context. Thus, in each of these alternating 
phases the behavior organization is kept relatively intact. 

Schizophrenic disorganization, in contrast to daydreaming and 
hysterical autonomy, is characteristically overinclusive. The three 
phases we have mentioned always overlap at some stage of deso- 
cialization, resulting in a confused mixture of behavior organized 
simultaneously in relation to the social community, a pseudocom- 
munity and an autistic community. As we saw in our cases, even 
though a patient may ultimately restrict his behavior almost wholly 
to an autistic community, he reaches that point by way of a prior 
confusion of contexts from which, indeed, ultimate restriction 
seems often to be his mode of escape. Thus, we see the disorgan- 
ized schizophrenic person meeting problems in the shared social 
situation with techniques and attitudes which have validity only 
in a fantasied context. We see him attempting reactions, toward 
imagined persons and events, which are appropriate to the shared 
social context. And we find him reacting simultaneously and by 
the same techniques to persons, objects and events belonging to 
both contexts without any clear indication that he is able to dis- 
criminate between them. 

Chronic institutionalized patients often become secondarily stabi- 
lized on a basis which permits them to react consistently in terms 
of each type of community, depending upon the relationships in- 
volved in a given activity. Thus, for example, a hospitalized patient 
may perform with reasonable adequacy in terms of the shared social 
community when he eats with others at a table, plays cooperative 
and competitive games, or works in the hospital shops. In his rela- 
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tionships with relatives, nurses and physicians, on the other hand ^ 
he may complain constantly of being the victim of a plot, and cite 
the observed and inferred behavior of actual or imagined persons 
ill support of his contentions. And whenever he is left entirely to 
his own resources, the same person may restrict his behavior wholly 
to fantasied reactions in a fantasied context. It is sometimes pos- 
sible to demonstrate in such patients that the degree of disorgan- 
ization and desocialization varies roughly in accordance with the 
degree to which environmental stimulation arouses personal prob- 
lems to which the individual is pathologically reaction-sensitive.^' 

Age and schizophrenic disorders 

While it is true that schizophrenic disorganization may begin at 
almost any age, the majority of cases develop before the age of 
thirty. Paranoid disorders, on the other hand, develop as a rule 
between the ages of thirty-five and fifty-five. In other words, schiz- 
ophrenia is characteristically a product of adolescence and’ young 
adulthood, whereas paranoid disorders belong to later adulthood 
and middle life.®* In the preceding chapter we put forward the 
hypothesis that this difference in the age of onset explains the 
much greater tendency toward disorganization and desocialization 
shown by schizophrenic patients than by paranoid patients. Such 
an hypothesis receives further support from the fact that those cases 
of schizophrenia which are the most difficult to distinguish from 
paranoid ^ disorders — the aggressive schizophrenic reactions or 
Kraepelin s paranoid type” — are also the ones which develop on 
the average later than other cases and show least disorganization. 

This age differential assumes particular importance when one 
considers the strong similarity in the childhood influences reported 
for paranoid and schizophrenic disorders. In both we find a back- 
ground of chronic insecurity in personal interrelationships. In both’) 
there is typically'~a history either of parental neglect, de^, censure 
and rejection, or else of parental overprotection that trains a person ’ 

®y^ompMe the verbalization obtained through sodium amytal narcosis by 
analysis of schizophrenic deterioration,” Psuchiat. Quart., 
1943, vol. 17, pp. 426-445. 

Mental Disorders: Study of 89,190 Cases, 
1940, pp. 308-318; United States Army Technical Medical Bulletin No. 203 
Section 18. dated October 19, 1945; T. Raphael and L. Himler, “Schizophrenia 
and paranoid psychoses among college students " Amer, Jour, Psuchiat.. 1944 
vol. 100, pp. 443-451. ’ 
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in .needs and expectations which social communities cannot or wil 
not meet. In the childhood of both paranoid and schizophrenic 
patients, also, there have been developed self-attitudes whid 
leave the individual unusually reaction-sensitive to signs that he 
may be guilty, inferior or unworthy in the eyes of others. Indeed, 
excepting for the relatively greater dependence and more striking 
social immaturity among those who become schizophrenic patients, 
the description of childhood determinants for the one behavior dis- 
order parallels that for the other. 

It is probable, then, that the greater tendency toward disorgan- 
ization and desocialization in the schizophrenic patient is in part 
a function of his age.®® Let us assume that of two persons, equally 
lacking in social skills, one develops symptoms of disorganization 
at the age of twenty and the other at forty. It is at once obvious 
i^^t the older patient will have had twenty years longer in which 
to establish himself in his culture than the younger one. To Tna1f<a 
the contrast still clearer, let us suppose that in both cases the period 
of stress began five years before the onset of unmistakable symp- 
toms. The man of twenty would thus have been subjected to dis- 
ruptive emotional conflicts during a period when even the average 
adolescent finds difficulty in adapting his behavior to what his 
environment and his own self-reactions demand of him. The man 
of forty will have long before passed through this period of adoles- 
cent adaptation and, however unskillful he may still be, he has at 
least had fifteen years of living as an adult among adults before his 
disruptive emotional conflicts disorganize him. 

Of course this hypothesis would not make age the only deter- 
minant of schizophrenic in contrast to paranoid disorders. The very 
fact that one person, and not the other, succumbs to the stresses of 
adolescence and young adulthood may speak for a relatively less 
mature and more dependent personality organization in the one 
who goes under. And it may indicate a greater selective reaction- 
sensitivity to the problems peculiar to that phase of development. 
In our culture, it is during the period of adolescence and young 
adulthood that emancipation from parental ties and their replac^ 


3® Compare Mine’s finding that the delusional organization in his youneer 
patients tended to be relatively illogical and therefore more labile than in §ie 
older patients. C. Miller, “Factors affecting the prognosis of paranoid dis- 

fw PP- 580-588. It ii to be noted 

that MiUer uses the term paranoid disorders to cover all behavior disorders In 
Which delusions are prominent. 
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ment with heterosexual attachments must be effected. It is die 
period during which some phdosophy of living must be adopted or 
evolved. And it is characteristically a period of rapid body diange, 
of emotional upheavals, particularly in relation to sex and religion,’ 
and of strong interest in the techniques of interpersonal influence! 
This is the general framework within which the development of 
schizophrenic disorganization and desocialization must be com- 
prehended. 

Schizophrenic disorders os odjustive techniques 
^ Schizophrenic disorganization and desocialization involve prin- 
cipally the withdrawal or escape techniques, but to a certain extent 
they usually serve also as aggression and defense. The schizo- 
phrenic patient, for example, may make the same aggressive use 
of delusions that paranoid patients do in controlling and manipu- 
lating situations; sometimes he also frightens his relatives more or 
less deliberately by giving them dramatic reports of the hallucina- 
tions he is having. Either the aggressive or the submissive schizo- 
phrenic may show identification in organizing his pseudocom- 
munity. This he does by reacting to the persons, groups and sym- 
bols which he fantasies as though their achievements, their status 
or possessions, were also his own. The Mignon delusion, with its 
effects upon the patient s bearing and his speech, is an example of 
schizophrenic identification. 

Compensation, rationalization and projection, as we have formu- 
lated them in Chapter 6, may all enter into the delusional develop- 
ments of schizophrenic disorders. This was obvious, for example, 
in our high-school girl. In her pseudocommunity she found omnip- 
otence and satisfying revenge which were denied her in the domes- 
tic social community. She excused her murderous aggression to- 
ward other patients with a melodramatic statement that she was 
saving them from something worse than death. She ascribed to 
her father motives that were actually her own, and then disowned 
the father along with the motives. 

IVhen it comes to insulation, negativism and fantasy, there is no 
need to repeat here what has already been presented in consid- 
erable detail, both in Chapter 6 and in the present chapter. These 
techniques to a certain extent define schizophrenic disorders. The 
disorganization and desocialization of schizophrenia are frequently 
referred to as constituting regression. In the sense of our defini- 
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tion of regression as a reversion to ways or objects which during 
®^her phases of one s development were accepted as adequate 
and appropriate it is obvious that schizophrenic techniques fre- 
quently deserve to be called regressive. However, the older desig- 
nation of schizophrenia as a regression psychosis,” which implied 
sometimes a return to childhood and sometimes an atavistic rever- 
sion to primitive man, is not justified by the clinical facts.®* The 
bre^down of organized repression in schizophrenic disorders is 
an important contributing factor in disorganization, but can hardly 
be classed as an adjustive technique. 


SCHIZOPHRENIC DISORDERS IN RELATION TO OTHER 
BEHAVIOR DISORDERS 

We have designated behavior disorganization and desocialization 
as the distinguishing characteristics of schizophrenic disorders. 
However, as we have seen, a certain degree of disorganization is 
common in many emotional reactions, whether these be fearful, 
aggressive, erotic or ecstatic. Moreover, desocialization occurs fre- 
quently in illnesses other than schizophrenia, notably in the chronic 
invalidism of hypochondria, fatigue syndromes and hysteria, and 
in severe depressions. The differentiation of schizophrenic from 
other behavior disorders will therefore depend upon the extent to 
which disorganization and desocialization dominate the clinical 
picture and overshadow the other features. 

Hypochondriocol over concern is found in a high percentage of 
schizophrenic disorders, sometimes in the form of ordinary body 
complaints such as anyone might make, sometimes as body delu- 
sions which, as we have seen, are frequently bizarre. Fatigue reac- 
tions are common precursors or accompaniments of schizophrenic 
disorders, and, as we pointed out in Chapter 8, frequently repre- 
sent in both an unreadiness or aversion in relation to new or con- 
tinued activity. Anxiety reactions, as we have said, are character- 
istic of a considerable proportion of schizophrenic disorders, par- 
ticularly in acute phases; while extremely acute anxiety, as in panic 
reactions, may end in schizophrenic behavior disorganization. On 
the other hand, hypochondria, fatigue syndromes and anxiety dis- 
orders can be distinguished from schizophrenic disorders by the 

®*N. Cameron, "Deterioration and regression in schizophrenic thinking,” 
Jour. Abnorm. Soc. Psychol, 1939, vol. 34, pp. 265-270. 
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absence in the former of dominant delusions, hallucinations and 
severe disorganization. In panic reactions, as we observed in Chap- 
ter 9, a difiFerentiation from schizophrenia can often not be made. 

Compulsive symptoms are sometimes present in the behavior of 
a person, who later becomes schizophrenic, perhaps antedating dis- 
organization by several years. They frequently form a part of an 
early schizophrenic development, and sometimes they appear after 
disorganization is obvious. However, as we pointed out in Chapter 
10, a great many symptoms that are loosely referred to as “com- 
pulsive” are merely repetitive, stereotyped fragments of earlier sym- 
bolic behavior. We reserve the term compulsive for activities which 
arise periodically in response to mounting anxiety and by their per- 
formance bring temporary relief from it. We have already dis- 
cussed the important question of the relationship between schizo- 
phrenic and hysterical disorders in Chapter 12, and of that between 
paranoid disorders and schizophrenia in the present and the pre- 
ceding chapters. 

A distinction between the deliria of toxic, infectious or febrile 
origin and schizophrenic disorders can usually be made on the 
basis of orientation, recall and the presence or absence of cerebral 
disorder, fhe typical delirious patient is disoriented, shows frag- 
mentary, grossly inadequate recall and recognizable signs of cere- 
bral incompetence, which we shall discuss in Chapter 17. Schizo- 
phrenic disorganization and desocialization may, of course, develop 
in a person who is suffering from brain damage, just as it may in a 
person with kidney damage, diabetes mellitus or a cardiac lesion. 
But unless the clinical picture is dominated by symptoms charac- 
teristic of brain damage, we consider disorganization and desocial- 
ization in such a person as the presumptive signs of a schizophrenic 
reaction to the consequences of injury or illness. 

The distinction between schizophrenic disorders and the group 
of manic and depressive disorders, to which we shall turn next, 
is not a difficult one to make in typical cases. Manic and depressive 
disorders usually lack the impressive disorganization of schizo- 
phrenia and seldom include prominent hallucinatory behavior or 
the posturing, gesturing and mannerisms so characteristic of schizo- 
phrenic disorders. However, schizophrenic patients are often ex- 
cited, aggressive and elated, while manic patients frequently do or 
say bizarre things, and may assume postures and describe gestures 
that are extremely odd. Similarly, .schizophrenic patients are often 
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retarded in behavior, apathetic and sad or hopeless, while de- 
pressed patients frequently hallucinate, take absurd roles and 
express queer delusions of persecution and body change. Indeed, 
a considerable number of patients will always fail to conform 
strictly to the pattern of either group of disorders, and for these 
cases a differential diagnosis necessarily does violence to one major 
aspect or the other of the actual clinical syndrome. 



Mumc and Depressive 

Disorders 


ALTHOUGH it has been customary to ^all all 
manic and most depressive disorders “manic-depressive ” one finds 
m actual practice that the great majority of patients who have the 
one kind of attack never have the other, Rennie,^ for example, has 
reported that in his series of 208 carefully studied cases less than 
one-fourth suffered from both manic and depressive illnesses, even 
though in almost 80 per cent of the cases there was at least one 
recurrence. The histories and follow-up studies of these patients 
covered twenty or more years. There is, however, ample evidence 
to show that mania and depression are closely related syndromes 
which may advantageously be considered together. 

Neither the recognition of this relationship nor the coining of a 
single term to cover both syndromes is a recent achievement.® 
Statements that mania and melancholia, as depression is still called, 
are parts of a single disease appear in medical writings of the first 
century a.d. A prominent physician of the sixth centuiy described 
the two as occurring in the same persons “periodically and in a 
cycle,” thus anticipating Falret s folie circulaire by thirteen hun- 
dred years. In the sixteenth century we find this interesting com- 
ment, “Most physicians associate mania and melancholia as one 
disorder, because they consider that they both have the same origin 
and cause, and differ only in degree and manifestation; others con- 
sider them to be quite distinct.”® Of course there is no denying 
that many syndromes called mania and melancholia by ancient and 

, J' “Prognosis in manic-depressive psychoses,” Amer. Jour. Psuchiat. 

1942, vol. 98, pp. 801-814. 

* For an historical review with bibliography see N. Cameron, “The func- 
tional psychoses,” in J. Hunt (editor), PersonalUy and the Behavior Disorders 
(New York: Ronald Press, 1944), pp. 861-921. 

® J. Whitwell, Historical Notes on Psychiatry. London: Lewis, 1936, p. 212. 
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renaissance physicians would be differently designated today. The 
fact remains, however, that our contemporary custom of regarding 
mamc and depressive attacks as phases or cycles of a single disease 
entity is but the continuation of an old, established medical tradi- 
tion. 

The modern name embracing the two disorders seems first to 
have appeared in the seventeenth century, when Bonet wrote a 
medical essay on La folie maniaco-melancolique, after which vari- 
ants of the term occur frequently in the literature. Toward the 
close of the nineteenth century, first Kahlbaum and then Kraepelin 
adopted the extreme position that all severe depressions, and all 
elated excitements not due to paresis or intoxication, were only 
manifestations of a phasic endogenous disease-process. The depres- 
sion, they maintained, represents one pole of metabolic activity 
while the excitement represents the opposite metabolic pole, with 
the normal level occupying an intermediate position. They gave 
no place to the influence of life situations and personal conflict in 
the etiology of their hypothetical bipolar disease. This general 
hypothesis, even though there is little evidence to support it, is still 
widely accepted today.'* 

^ We owe the rebirth of interest in the origins, characteristics and 
significance of manic and depressive disorders to Karl Abraham, 
one of a group of Bleuler s assistants who became distinguished 
disciples of Freud. In a series of papers on the metapsychology of 
the ego, id and superego, Abraham called attention to the marked 
ambivalence in affectional attitudes shown by depressed persons.** 
He maintained, in effect, that the depressed patient turned upon 
himself the hostility he felt toward the love object, and the hostility 
wliich had earlier in his life been turned against him by a parent 
or parent substitute. Freud himself concurred in and elaborated 
upon these contributions.® Abraham and Freud, while accepting 

* For a critical summary of tliis problem see N. Cameron, “The pkce of 
mania among the depressions from a biological standpoint " Jour. Psychol, 
1942, vol. 14, pp. 181-195; N. Cameron, “Physiological psychology. I. The 
functional psychoses,” Annual Rev. Physiol, 1943, vol. 5, pp. 453-464. 

Abraham, ‘Notes on the psychoanalytical investigation and treatment 
of manic-depressive insanity and allied conditions,” in Selected Papers (Lon- 
don: Ho^rth, 1927), pp. 137-156; “The first pregenital stage of the libido,” in 
Selected Papers (London: Hogarth, 1927), pp. 248-279; “A short history of the 
th® libido, in Selected Papers (London: HogarA, 1927), pp. 

«S. Freud, "Mourning and melancholia,” in Collected Papers (London: 
Hogarth, 1924), vol. 4, pp. 152-170. 
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the Kahlbaum-Kraepelin bipolar bypotbesis as fact, were still able 
to present tbe manic attack as a reaction against tbe anxiety of 
depression. 

Today we recognize that manic and depressive disorders always 
begin in tension and anxiety. Sometimes tbe development is that 
of a steady increase from the initial tension and anxiety to exagger- 
ated apprehension in which delusions of unreality, nihilism and 
environmental change dominate the clinical picture. Often one 
finds that the tense, anxious patient has started with hostile aggres- 
sion aimed at a loved person toward whom, as Abraham pointed 
out, he has strongly ambivalent attitudes. As we shall see in the 
case material, if the patient includes hostile self-reactions in his 
anxiety behavior, he may go on to develop delusions of self-depre- 
ciation with intense guilt and the need or expectation of severe 
punishment. Sometimes patients react to their tension and anxiety 
with excessive compensatory overactivity, grandiose delusions and 
aggressive self-assertion, which may easily be mistaken by the 
inexpert as unmixed joy, but is actually more like a noisy celebra- 
tion at a wake. 


VARIETIES OF MANIC AND DEPRESSIVE DISORDERS 

Kraepelin in the last edition of his encyclopedic Lehrbuch ^ dis- 
tinguished twenty varieties of mania and depression, most of them 
mixed or intermediate forms which shaded over into one another 
and into paranoid, schizophrenic and anxiety disorders. The classi- 
fication Kraepelin proposed has not proved to be a practicable one 
and has largely been abandoned. However, it points up the im- 
portant fact that agitation, sadness, slowing, despair and compen- 
satory elation are not peculiar to one specific group of behavior dis- 
orders, but may be found in any or all of them. Indeed, this is 
exactly what we should expect if we considered how common these 
reactions are in normal everyday behavior. 

In the discussion that follows we shall limit ourselves to the 
three major syndromes belonging to this group -the agitated de- 
pression, the retarded depression, and the manic excitement. But 
before proceeding to consider each syndrome separately, we may at 
this point describe certain characteristics common to all three. In 

T c»n Lehrbuch fur Studierende und Aertzte 

Leipzig: Barth, 1909-1913, 4 volumes. 
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the first place, they occur as a rule in circumscribed attacks with a 
fairly definite beginning and ending. In Rennie’s series, the usual 
period elapsing between the occurrence of the prodromal tension 
and anxiety symptoms, and their development to a stage at which 
they were recognized as signs of illness, varied from one to six 
months.® 

It is particularly significant that in almost 80 per cent of these 
carefully studied cases there were definite disturbing life situations 
immediately preceding the onset, and that the relationship was 
most obvious in recurrent depressions. This finding contrasts strik- 
ingly with the old contention that manic and depressive disorders 
are unrelated to personal and situational factors. Recovery from a 
first attack in these disorders is almost invariable, regardless of 
the specific kind of therapy employed. In Rennie’s cases, none of 
which received shock treatment, prolonged narcosis or brain dam- 
age, 93 per cent recovered completely under a regime of com- 
petently planned and carried-out psychiatric therapy. The average 
duration of first attacks in this series was six and one-half months, 
of which only two and one-half months on the average were spent 
in hospitals. 

Recurrences proved to be extremely common, more common than 
in any previous reports. Seventy-nine per cent suffered a second 
attack, 63.5 per cent had a third, and 45 per cent had a fourth at- 
tack. Later attacks showed some tendency to last longer than the 
earlier ones, but in only 7 per cent of the cases did the illness be- 
come chronic. It is most likely that the higher incidence of recur- 
rence in Rennie’s group, as compared with the figures usually given, 
is to be accounted for on the basis of the greater completeness of 
the data. For each case, it will be recalled, there was a history 
covering a span of at least twenty years of adolescent and adult 
life. 

The remarkably high rate of recovery in these disorders, the rel- 
ative unimportance of specific therapy, and the high probability of 
recurrence suggest a serious flaw in our contemporary attack upon 
the problem of mania and depression. For a great deal of effort is 
being currently expended upon the devising of new modes of treat- 
ment and upon the collecting of evidence to show the superiority 


® T. Rennie, “Prognosis in manic-depressive psychoses,' 
1942, vol. 98, pp. 801-814. The data in this and the 
graphs are drawn principally from Rennie’s study. 


’’ Amer. Jour. Psychiat., 
succeeding three par;*- 
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of one mode over tlie others. This aspect of the problem seems 
actually to be the least important of all and to be least in need of 
improvement. The evidence suggests that a concerted efiEort might 
better be directed toward a planned study of the conditions under 
which attacks are precipitated, so as to be able to devise methods 
for heading them off or aborting them. In view of the high in- 
cidence of recurrence, a beginning could most easily be made by 
instituting long-term detailed studies of persons who have already 
recovered from a first attack. ^ 

Agitated depression 

The agitated depression is characterized by restless overactivity, 
sustained tension, despair, and apprehensive or self-condemnatory 
delusions, but without serious behavior disorganization and with- 
out an adequate basis in organ or tissue pathology.^ Agitated de- 
pressions always begin in a setting of unrelieved personal stress 
and strain. They are usually the direct outgrowth of prolonged 
anxiety reactions which have become complicated by cumulative 
and self-perpetuating delusional developments. In some cases the 
dominant delusional themes are of self-reproach, of personal guilt 
and worthlessness, of hopelessness for which the patient considers 
himself to blame, and of the dread of deserved punishment. In 
others one finds an overwhelming personal insecurity which gen- 
eralizes to include impending disaster for loved ones also, and 
sometimes includes catastrophic destruction of the world and every- 
one in it. 

The onset of agitated depression may follow closely upon a single 
precipitating incident, such as the death of someone, a sudden dis- 
illusionment, an unexpected personal conflict or the loss of ones 
home or business by fire. Usually, however, there is a prodromal 
period lasting weeks or months in which anxiety, tension, conflict, 
hostility or guilt reactions are more or less obvious. For a long 
time the picture may be one of worry, inability to relax or sleep 
properly, and a tendency to harp on personal problems or on topics 
of body overconcern. Gradually, however, the patient loses not 
only sleep but appetite and weight as well. One or more of the 

^The so-called “psychoncurotic depression” is a subacute agitated or re- 
tarded depression. The term reactive depression is meaningless, since all de- 
pressions are reactive to something. Compare A. Lewis, **States of depression: 
their clinical and aetiological difterentiation,” BHt. Med. Jour., 1938, part 2, 
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other anxiety components is usually added to the complaints — 
spastic constipation or diarrhea, urinary frequency, precordial dis- 
comfort, dyspnea, muscular aches and pains, impotence or men- 
strual irregularities and dyspareunia, and disturbances in coordi- 
nation, thinking or dreaming. As a direct result of the increased 
tension, there is sometimes an increase in sex need which usually 
does not lead to adequate satisfaction. Augmented food intake is 
also occasionally seen, as in other disorders with marked anxiety. 

The patient grows more and more tense and restless until he may 
be unable to sit on a chair or lie on a bed for more than a few 
minutes at a time. Sleep is commonly reduced to two or three hours 
a night, and sometimes less. Activity is almost continual, but its 
range is limited to pacing back and forth, rubbing and picking at 
the body, moaning and crying, wringing the hands, talking inces- 
santly about one’s preoccupations or simply ejaculating phrases of 
apprehension, despair and self-reproach. One elderly woman, for 
example, paced about the wards of a state hospital for three months 
saying virtually nothing but “Oh my!” in a monotone that never 
lost its note of despair. She made a complete recovery. A middle- 
aged woman, who also recovered, sat for months picking her hair 
out by the roots and repeating that she was lost and would wander 
over the face of the earth forever. 

TTie delusional developments are typically in keeping with the 
patient s self-reproach and guilt, or his fear and insecurity.^® As we 
pointed out in Chapter 13, delusions of unreality, environmental 
change and nihilism are especially characteristic of agitated depres- 
sions; indeed, most of the illustrations given there came from this 
one group. We find delusions of body change also in the agitated 
depressed patient, often growing out of prior body overconcern, 
but sometimes resulting from the visceral contributions to anxiety 
reactions mentioned above. Delusions of self -depreciation are 
nearly always present in agitated depressions, and the behavior of 
some persons becomes completely overshadowed by them. This 
is particularly so when serious personal conflicts arise in a hostile, 
aggressive reaction such as the following case illustrates. 

The patient, an unmarried private secretary of forty-eight, was 
admitted to the hospital complaining that she was terribly worried 

1® See, for example, the account by A. Lewis, "Melancholia: a clinical sur- 
vey of depressive states,” Jour. Merit. Science, 1934, vol. 80, pp. 277-378. 
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and could not sleep. Her relatives added that she was greatly de- 
pressed and wanted to commit suicide. Her illness had apparently 
been precipitated by the occurrence of two family crises in quick 
succession. Three and a half months before her admission to the 
clinic the patient heard indirectly that a brother, whom she had 
helped financially through a “cure” for alcoholism the year before 
was drinking again. That night she could not sleep and was wor- 
ried, but otherwise seemed to herself all right. A week later the 
brother was found drunk in a tavern, and she realized that her 
hopes had been in vain, her investment wasted and the prospects 
for her brother’s financial future gloomy. 

As the most stable and responsible member of her family, the 
patient had for thirty years played a steadying, parental role in 
relation to her siblings and even to her own parents. Of late .she 
had been doing this, however, with increasing reluctance and re- 
sentment as the demands made upon her grew more and more 
burdensome. Next the news came, soon after the one brother’s 
lapse, that another brother was failing in business. The patient at 
once foresaw renewed demands for financial assistance, which she 
had been giving this brother intermittently for many years, more 
family conferences, and in the end a further depletion of her savings. 

She began lying awake night after night, going over and over the 
situation in anticipation of her brother’s financial collapse, trying 
to see a way out of it for herself but finding none. She thought 
with bitterness that, no matter how prosperous the times, no one 
in the family ever repaid the loans she made them or even let her 
have the interest they had always promised. About ten weeks 
before the patient’s admission to the hospital, she began noticing 
that she could not seem to concentrate on her work and that she 
was becoming irritable and ineflBcient. About eight weeks before 
admission, the patient quarreled sharply with her niece over the 
latter’s decision to go off on a vacation which, under the circirm- 
stances, looked like sheer extravagance. She reflected on the incon- 
siderate, heartless, irresponsible attitudes of all members of the 
family toward her. She began upbraiding herself for not being 
brave enough to kill herself and leaving them to shift for them- 
selves. 

Six weeks before her admission, the visitation which the patient 
had been anticipating with anxious dread became an actuality. The 
second brother appeared with insistent, “persecuting” demands for 
financial help, the family conferences began and they ended just as 
she had expected. She found herself almost a thousand dollars 
poorer and wdth no faith left in the ability of either brother to make 
a go of his own life without continual aid from her. By this time 
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she was averaging not more than two hours’ sleep in twenty-four. 
Sometimes, as she lay awake, her heart would thump so hard that 
she would have to spend a good part of the night sitting up in a 
chair. “It was like being terribly scared,” she said. She discovered 
that although she continued eating as before she was steadily losing 
weight; she began to be troubled by persistent constipation. 

Four weeks before her admission, the time for her own vacation 
arrived and she went to the home of a friend in the country to 
keep expenses down. Here the patient found she could not relax 
in the day or sleep at night. She could not retain so much as one 
paragraph of what she read in newspapers and light magazines, 
even though she read it over a second time. Nothing seemed to stir 
her emotionally as it bad, not even the movies. She had always 
cried easily, but now she seemed to be in a “stony” condition. Things 
seemed unreal to her and horrible. She felt that she was losing her 
inind. Three times she went to a bridge to throw herself into the 
river, but each time she could not summon the courage to do it. 
She said afterwards that she began then to realize that she would 
never be able to go back to her former work. 

At this stage the patient returned to her own home and consulted 
the family physician. To him she poured out her complaints against 
the family, her own disgust and misery over everything and her 
suicidal ruminations. He advised immediate hospitalization, and, 
according to the patient’s account, told her that in her own way 
she was just as bad as her brothers. Her relatives stated that, from 
this point on, there was a marked increase in self-depreciatory and 
self-accusatory comments in her talk. One night she confessed to 
relatives that she was planning to turn on the gas and die before 
morning. She was brought to the hospital and admitted at once. 

On admission the patient looked sad, dejected and tense; she 
had a fixed, pained frown on her face. She rubbed her forehead, 
stared ahead and wrung her hands. Tears filled her eyes, but they 
did not brim over; she made no crying movements. Her speech 
was terse and measured, but neither vague nor irrelevant. She said, 

“I can’t make myself feel that I can get over this. . . . Nothin<^ 
seems to affect me, because I have no hope.” She freely reported 
suicidal plans when asked, but she added, “I was too spineless to 
carry them out. Not spine enough left for anything. I’ve never seen 
such an awful mess.” There was no disorientation present. Recall 
of recent and remote events in the patient’s history was reasonably 
good. She showed poor retention of digits and of a simple test 
story. In doing the routine serial subtraction, of seven from one 
hunted and seven from each subtrahend, she kept losing the con- 
tinuity of her performance and starting over again; but she ulti- 
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mately completed the operation with only one error. She said she 
knew this was the end of her mentally, and she asked to be put in 
a public institution where she would be less expensive to keep. 

During four months in the hospital this patient showed no ta- 
provement, and in some respects grew worse. She required seda- 
tives for sleep; she ate, she said, from “an animal desire to live”; 
her weight fluctuated, showing neither important gain nor loss. 
When not occupied in supervised activities or asleep, she spent her 
time pacing to and fro, wringing her hands, picking and rubbing, 
and going from physician to nurse to attendant demanding insis- 
tently, Tell me the truth! Tell me the truth! Let me go out and 
do the only decent thing! Three interrelated themes of preoccupa- 
tion were dominant; one her financial worry, another her conviction 
that she was sinful a liar, a coward, a cheap-skate, a hypocrite — 
and a third her belief that the hospital was conspiring to expose her 
to the world. 

Early in her stay the patient complained that an ophthalmological 
examination would ruin her financially. But when assured that con- 
sultations were not charged for, she said, "If I’m paying anything 
here I should — as a pay patient — pay him something. I can see you 
and everyone around here begin to know what I am and despise me 
as you should.” She deplored the fact that she could no longer help 
Ae family, but sent her resignation to her employer and then, when 
it was not accepted, demanded that he be told the truth about her. 
Of her illness she said: “Things get too much for you, you can’t 
face them, you get sleepless, you try to evade things. Yet morally 
you re obligated to do it; there’s a conflict that way — try to per- 
suade yourself you’re not responsible — I’ve always paid everything; 
I’ve always been conscientious.” Of her brothers she said, “I’rn 
just like them. I just have to lie down and take everything from 
them.” She complained that her mind ran around "like a pig in a 
poke,” or that she felt like a statue, a vegetable, had no thoughts 
and feared everything would go away. 

As Ae patient’s anxiety and her preoccupation with her own un- 
worthiness and sin increased, her suspicions concerning the hospital 
also grew and her delusional misinterpretations became more self- 
centered and involved. Her aggression and hostility were no longer 
turned upon her family but upon herself and the hospital staff. She 
showed a constant need to tell her story, to convince everyone that 
she was too degraded a person to remain, but the telling brought 
her no satisfaction. On the contrary, the more she talked the more 
agitated she became and the more she demanded punishment, ex- 
posure, jail, the peiritentiary, public disgrace, to be thrown into die 
street. She followed the nurses and the physicians about, insisting 
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she be sent away. She accused the staff of giving her false letters 
with the forged signatures of relatives and friends, and of rewriting 
her letters and suppressing the truth in them. 

She graduaUy built up a delusional system, a pseudocommunity 
united in a grand plot to show her up and prove to her as well as 
to everyone else that she was no good. The nurses, she said, 
switched her letters from one envelope to another at night to test her 
recognition, they gave her other patients’ dresses -she marked a 
dress secretly to prove this — they hid her hairpins. The extension 
of her vacation to a leave of absence from her firm was obtained, 
she said, imder false pretenses. The hospital was collecting data on 
her ^d would publish all the facts in a few days — about her ‘Tiike,” 
her farce. Other patients who wept did so because her relatives 
did not remove her. Everything was planned to give her the third 
degree. "They dress people up to look like people I know. . . . 
Why, even a coat that someone has on is like one of mine. The 
faucets in the kitchen are like mine. They’ve been put there since 
I came here, and I don’t know who’s doing all this unless it’s the 
Rockefeller Endowment.” 

The patient was sure she heard attendants and patients discussing 
a love affair about which she had told the psychiatrist. She said, 
‘T demand, I demand that I be given a criminal trial!” and "End it,' 
end it, end it! Send me to jail where I belong!” She felt she could 
never return to her job or her people. “It’s got to be. I could never 
face people. You don’t know what awful things I’ve done. ... I 
can never pay back the thousands of dollars they’ve spent on me 
here, trying to make me see what I am. They run buses up and 
down Hamilton Street all day and all night. Think of those trucks 
out there. And you know what they’ve done across the street — 
painted a door red to show I’m a prostitute — and I’m not that.” 
The patient refused to shake hands with a physician on rounds. 
"Don’t shake hands with me. I’m a rotten yellow dog. No one can 
help me. I’ve been rotten all along.” She afterwards said that cars 
in the street were painted yellow to show her up. She wished to 
issue a statement of her guilt and have it certified by the hospital 
staff. She insisted upon doing the cleaning on the ward, but com- 
plained that even this was a sham and she should be made to do 
‘really menial work.” She was finally removed to a midwestem 
state hospital where she soon began improving and was discharged 
practically well after a few months without special treatment. 

Our patient began with marked anxiety over serious threats to 
her financial security; the threats became actualities and the anxi- 
ety was further augmented by her reactions of hostility toward the 
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only loved persons left to her. The sleeplessness, tension and pre- 
occupation, which arose in response to these threats, continued 
afterwards because of the hopelessness of the situation, and be- 
cause there was an upsurge of other conflicts and hostilities in rela- 
tion to the patient s own concealed and partially repressed love life. 
She became frightened by the decline in her work efficiency and 
by her inability, on vacation, to retain the lightest reading material 
available. Her suicidal ruminations aroused further guilt, and her 
failure to make the fatal jump gave her something in the immediate 
present on which to base active self-disparagement. Finally, her 
mterpretation of a physician s comment to mean that she was as 
worthless as the siblings she had recently hated, coming at a time 
when she was desperately in need of comforting and understanding 
affection, helped turn all her hostile aggression toward her guilty 
self. Although we know that nearly all such cases ultimately re- 
cover, it is possible that recovery in this case was hastened by trans- 
fer to an environment which many patients consider drab, humili- 
ating and deliberately punitive. 

This case presents us with an almost straight-line progression 
from the patient’s original anxiety, resentment and hostility in rela- 
tion to her loved siblings to her extreme agitation and marked self- 
reactions of hostility and condemnation. The accusations which the 
patient made against her siblings in her ruminations were all based 
upon fact, and her self-accusations were not without foundation. 
What she showed in her emotional upheaval of guilty conflict was 
the kind of exaggeration one frequently sees in public confessions 
of sin and unworthiness, as for example at revivalist meetings. 
Taken in this context of sustained excessive anxiety attitudes, the 
statements of remorse, self-hate and self-condemnation seem in 
either case neither absurd nor unintelligible to the trained impartial 
observer. 

In agitated depressions the greatest danger, of course, is that of 
suicide.^ Unfortunately it is also one of the most difficult hazards 
to evaluate. There is no simple relationship between the duration 
of a depressive attack, or its estimated severity, and the probability 
of a suicidal attempt. Little or no reliance can be placed upon the 
patient’s assurance that he would never consider such a thing. If 

For a discussion of the problem of suicide in relation to mania and the 
depressions see H. Fox, “Dynamic factors in the affective psychoses,” Atner 
Jour. Psychiat.y 1942, vol. 98, pp. 684-689. 
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he is desperate enough to kill himself, he can hardly be expected 
to let an untruth stand in his way. Besides, the patient often can 
no more predict his outlook tomorrow than can his relatives or the 
physician. 

Neither his philosophy of life nor his religious convictions can 
be depended upon to keep the depressed patient from suicide. For 
in his deep pessimism and self-depreciation, the arguments that 
once seemed most cogent to him are likely to appear trivial or 
ineaningless. In his religious preoccupations a patient may at any 
time reach the conclusion that his sinfulness has already damned 
him beyond hope of redemption; he might as well begin his eternal 
punishment with self-execution. There is additional danger to the 
depressed patient in a widespread popular fallacy that repeated 
threats of suicide need not be taken seriously.^2 responsible per- 
son can afford to hold this view and no experienced person does. 
Depressed individuals are not infrequently convinced that depen- 
dents and loved ones also face misery, suffering or disaster; when 
they attempt suicide they are likely to include these other persons 
in their plans. 

Suicide and protective homicide are not the only serious hazards 
in the agitated depression. There is also the failure of depressed 
persons to eat and sleep adequately, and to keep up a minimal in- 
terest in routine body care. Since a majority of depressive attacks 
occur after the fortieth year of life, one must think not alone of in- 
creased vulnerability to intercurrent infection, but also of organ or 
tissue pathology which may arise because of dietary neglect, con- 
tinued overactivity and lack of rest. In addition there is the danger 
that relative incompetence at work, and judgment warped by pessi- 
mism and self-accusation, may lead to severe economic loss and 
reduction in social status. 

Retarded depression 

The retarded depression is characterized by a general slowing up 
and restriction of activity, with sadness, dejection and self-depre- 
ciatory delusions, but without serious behavior disorganization and 
without an adequate basis in organ or tissue pathology. Retarded 

12 Suicidal talk is listed as an important warning sign by J. Wall “Psychi- 
atric problems of suicide,” Amer. Jour. Psychiat, 1944, vol. 101, pp.’ 404-406. 

Twenty-three of the thirty-three suicides in his series were manic-depressive 
cases. * 
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depressions, like agitated depressions, begin in a setting of unre- 
lieved personal stress and strain. There is always also an initial 
period of increased tension and anxiety which, however, may easily 
be overlooked by relatives and friends, particularly if the patient is 
taciturn in personal matters. 

The retarded depressed patient, like the agitated, reacts to this 
initial increase of tension and anxiety at first with increased effort. 
But sooner or later he slows down, loses all interest in work and 
recreation, and becomes gloomy, sad, withdrawn and preoccupied. 
He develops striking loss of initiative. He shows the aversion to 
and unreadiness for new or continued activity which, as we saw in 
Chapter 8, define the fatigue reaction. His movements grow heavy 
and effortful, his talk is slow and monotonous, he may have crving 
spells, and he complains of difficulty in thinking, in concentrating 
and in remembering. This is the retarded depression. 

Superficially, the patient in a retarded depression gives the ap- 
pearance of being overrelaxed. Whether he sits, stands or walks, 
his posture is a drooped one, his head is bowed, his arms seem to 
hang limply and his face looks careworn, lined and haggard. More- 
over, gastrointestinal motility is greatly slowed up,i® persistent 
anorexia and constipation are the rule, salivary and sebaceous secre- 
tions are often diminished, and there is nearly always a reduction 
in potency or cessation of the menses. 

But this appearance of relaxation is deceptive. Closer study of 
the retarded depressed patient usually reveals that he, like the 
agitated one, is actually tense and unrelaxed. He reminds us of 
the patient with a tense fatigue syndrome who complains of being 
tired out but cannot seem to rest.^^ He is troubled constantly by 
hopeless, fearful ruminations and when he manages finally to fall 
asleep for two or three hours, he is often disturbed by anxious 
dreams. He talks like a man who is doomed; he sits with his head 
in his hands as one who believes all is lost. He can no more interest 
himself in the ordinary activities of daily life than a person can who 
is soon to be hanged. 

We cannot possibly understand the retarded depression, of 
course, until we find out what the patient is thinking. When we 
do, we may discover that he is indeed convinced that he is doomed. 


13 G. Henry, Gastrointestinal motor functions in manic-depressive 
choses, Amer. Jour. Psychiai., 1931, vol. 88, pp. 19-28. 

See the account in Chapter 8. 
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that all is lost or that his execution is not far ofiF. He may even 
hallucinate to the same effect, in support of his delusions. If he 
does not go as far as this in his convictions, he will at least believe 
that he is worthless, a failure, degraded, a sinner unfit for decent 
company, a sorrow to others, or a malefactor deserving punishment 
and disgrace. In short, the patient in a retarded depression is char- 
acteristically involved in delusional convictions, in a pseudocom- 
munity which is relatively well-organized and centers about his 
actual or imagined shortcomings. The following case represents a 
common clinical development. 

The patient, a post ofBce employee of thirty-seven, was brought 
to the hospital by his wife, on the recommendation of the family 
physician. For three weeks he had been absent from work on sick 
leave, complaining of fatigue, insomnia, loss of appetite, and inabil- 
ity to understand what he read or remember what he was supposed 
to do. He had become convinced that he was losing his mind and 
would never be able to work again. The day before bringing him 
to the hospital, his wife had come home unexpectedly to find him 
in the garage preparing to commit suicide by running the auto- 
mobile engine with the garage doors sealed. 

On admission to the hospital, the patient sat slumped in a chair, 
frowning deeply, staring at the floor, his face looking sad and 
drawm. When questioned, he answered without looking up, slowly 
and in a monotone. Sometimes there was such a long pause be- 
tween question and reply that the patient seemed not to have heard. 
Every now and then he shifted his position a little, sighed heavily 
^d shook his head from side to side. His first verbal response was 
“It’s no use. I’m through. All I can think is I won’t be any good 
again. In response to further inquiries he made the following com- 
ments, relapsing into silence after each short statement until avain 
asked a question. “I feel like I’m dead inside, like a piece of wood. 
... I don’t have any feeling about anything; it’s not like living any 

more I’m past hope There’s nothing to tell. I’ve lied to 

everybody. My family is ashamed of me. I’ve messed up my life. 

I m no good to ^anybody. . . . My memory is gone. I forget every- 
thing. ... I can’t look people in the eye any more. I’ve done eveiy- 
thing wrong. You’re wasting your time on me.” 

This illness had its beginning in economic success. About four 
months before admission to the hospital, the patient had been pro- 
moted in grade and transferred from a suburban to a central office. 
He had sought and welcomed the promotion both for the increased 
salary it brought and as a sign of personal worth. However, the 
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change proved much more difficult for him than he had anticipated 
The suburban office was a fairly quiet place, there was one su^rior, 
a steady-handed fatherly man, and the patient worked among old 
friends. In the central office he was a stranger in a strange place. 
He found that he now had many superiors, and all of them seemed 
brusque or indifferent. There was a constant hurry and rush about 
the place which made him feel always on the point of losing his 
grip and falling behind in his work. 

Three months before admission the patient, who had generally 
kept his troubles to himself, commenced complaining of fatigue, 
headache, eyestrain and aching legs. His wife persuaded him to try 
resting more at home, but he found relaxation and sleep difficult to 
achieve. As time went on, he grew increasingly preoccupied with 
the topic of his work, said it was too complicated and detailed, that 
things went too fast for him and everybody seemed to be under 
strain. He could not understand how the others took it day after 
day. On his. time off he revisited the branch office, but although 
he felt better while there, he felt out of it afterwards and seemed 
to his wife more downhearted than ever. 

His wife first began to worry about him when the patient showed 
that he could no longer hold his own in playing bridge. He could 
not remember what had been played, made gross errors in bidding, 
grew confused and irritable, and finally gave up. This was around 
two and one-half months before admission. The patient seemed to 
lose interest in his family and his friends, in recreation and in food. 
He often awakened early in the morning, got up before dawn and 
roamed around the house or sat on the porch doing nothing. Self- 
disparagement appeared more and more in his talk. He compared 
himself with his fellow-workers and with friends his own age, saying 
that he “couldn t take it,” and was getting old and worn out. His 
wife, who was herself now growing tense and anxious over the 
situation, seems to have alternated between reassuring the patient 
and expostulating with him, telling him that he could “snap out of 
it” if he tried. 

One evening while his wife was arguing with the patient and 
trying to make him see how groundless his self-disparagement was, 
the patient surprised her by impulsively confessing an infidelity he 
had committed several years before. He followed this confession 
up immediately with another concerning his adolescent autoerotism 
which, he said, was responsible for his present lack of stamina. He 
told of having once before become ill ‘Tike this” during his adoles- 
cence, and of having pulled himself out of it. But now, he said, it 
was entirely different-— he would never get well again. 

Follovdng this episode the patient was more reticent than ever. 
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He seemed to be brooding most of the time, answered questions 
slowly or curdy, and if goaded would often speak angrily and then 
seclude himself or leave the house. It was in this general setting 
that he went on sick leave, because he could no longer keep up 
with his work. And his sick leave, as we have seen, was the prelude 
to suicidal arrangements and his admission to the hospital. 

During the first few months after hospitalization, the patient 
showed no sign of improvement whatever. There was a convincing 
finality about his statements of hopelessness. He slept litde. His 
eating at times fell to a point where expert coaxing and spoon feed- 
ing were necessary, and constipation was a continual problem. 
WTien the patient finally began sleeping and eating better, gaining 
weight, looking more alive and talking spontaneously, he still in- 
sisted gloomily for some time that he would never recover. How- 
ever, ten months after admission he was discharged improved, had 
a brief period of tension and overactivity two months later,' and 
finally returned to work at another branch office, with apparently 
complete recovery. 

This case illustrates the prodromal period of tension and anxiety, 
tile initial attempt to meet stress, aversion, loneliness and dissatis- 
faction with increased effort. It also gives us an example of the 
so-called promotion depression.” A gain in prestige and income 
should make a person glad, and it did in this case at first. But up- 
pading and a pay raise are not the only factors to be considered 
in a change of work and of place. This patient had been reared 
by an energetic, overprotcctive mother who trained him in de- 
pendence upon approval and affectionate domination. His wife had 
been able to give him some degree of the same protection, but, 
from her own account, not as much as he would have accepted. He 
had evidently succeeded also in establishing a filial relationship 
with his superior which gave him further security at his place of 
work. 

It was the disruption of this dependent relationship in the work 
situation that seems to have precipitated anxiety, dissatisfaction 
and fatigue. The patient found himself suddenly in a whirlpool of 
confusing activity, where there was neither time nor organizational 
opportunity for personal contact with superiors, and everyone 
seemed indifferent or threateningly competitive. His reaction of 


1® W. Titiey, Trepsychotic personality of paUents with agitated depression ” 
Arch. N^rol. Psychiat., 1938, vol. 39, pp. 333-342; N. Flanagan, “^e pro- 
motion depression. Jour. Amer. Med. Assn., 1942, vol. 120, p. 1383. 
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increased effort, of course, had no effect upon the factors re- 
sponsible for his difficulties; and his next move was to complain of 
personal inadequacy — a technique which had probably been over- 
learned in childhood. This brought him sympathy for a time at 
home, but no relief at work, and eventually even this sympathy 
turned into remonstrance. The double-barreled confession that fol- 
lowed might have been in part a spite reaction to his wife’s re- 
proaches, but it revived the patient’s old, partially repressed* con- 
fficts and added them to his burden. Thus, by a succession of 
cumulative and self-perpetuating reactions an anxiety disorder be- 
came a retarded depression which nearly ended in the patient’s 
death. ^ 

What has already been said of suicide in relation to agitated 
depressions applies equally well to retarded depressions. In some 
ways the hazard in retarded cases is greater, because the fatigued, 
sagging patient, whose initiative is so conspicuously impaired, does 
not impress the average person as much of a risk when it comes to 
planned acts of desperation. But by far the greatest menace to 
recovery from retarded depression is that of suicide. Indeed, it 
often requires the utmost in vigilance and trained imagination to 
\yard off a fatal outcome, and even expert vigilance and imagina- 
tion sometimes fail. The ill effects of dietary neglect, continued 
tension, lack of rest or sleep, and the threats to economic, social 
and personal security have the same serious implications that they 
have in agitated depressions and, for that matter, in manic excite- 
ments as well. 

Manic excitement 

The manic excitement is characterized by elation or aggressive 
self-assertion, which may reach delusional proportions, and by ener- 
getic overactivity without serious disorganization and without an 
adequate basis in organ or tissue pathology. Manic excitement, 
like depression, always begins in a setting of unrelieved personal 
stress and strain. There is a prodromal period of increased tension 
and anxiety, which may be as brief as a few hours or as long as 
several weeks. The excitement seems to represent a compensatory 
reaction to a situation in which the patient is markedly ambivalent. 
The dominant delusional themes are usually those of grandeur, and 
the frustrated or unsuccessful grandiose patient may also develop 
secondary delusions of persecution and influence, 
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Manic excitements are sometimes precipitated by a single inci- 
dent, occasionally with startling abruptness. One of our patients 
developed a full-fledged manic attack within a few hours of the 
sudden death of her husband, to whom she had been unhappily 
married for twenty years. Another patient, an unmarried farmer 
of twenty-five who had been greatly overworked for two weeks, 
bmrst into tears when harshly criticized by his father, tried to get a 
gun to kill himself, and was found later in the day excited, sobbing 
and distressed over his unfinished work. The next day he was 
oyeractive, elated and full of grandiose plans which led to his hos- 
pitalization in an acute manic attack a week later. Of particular 
interest to the behavior pathologist is the fact that, whether the 
onset be gradual or abrupt, there seems to be no difference be- 
tween the character of situations giving rise to manic excitements 
and those giving rise to agitated or retarded depressions.^® 

In the more usual cases of relatively gradual onset, the patient, 
after a preliminary phase of tension or anxiety, becomes overactive, 
restless, excited and aggressive. He usually shows a striking in- 
crease in initiative with an equally impressive impairment in judg- 
ment. Our farmer, for example, tried to hire a fleet of tmcks for a 
grandiose business enterprise, and actually did engage a dance hall 
with orchestra to give a party for his friends, although he had no 
money. The manic patient is characteristically self-assertive, dom- 
ineering, impatient and critical, but intolerant of criticism or re- 
straint from others. If he is actively interfered with, he is apt to 
become irritable, resentful, angry and combative. His inability to 
take consequences into account sometimes results in his becoming 
dangerously destructive to property and, less commonly, to persons. 

The manic patient usually shows an inability to remain long at 
any one thing. Everything seems to distract him, even his own acts, 
words and thoughts; he shifts without so much as a pause from one 
activity, object or topic to another. Nowhere is this more evident 
than in the usually continuous flow of manic talk which, without 
becoming disjointed or bizarre, goes rapidly on from one topic to 
another (topical flight).^'^ If exuberant elation dominates the clin- 
ical picture, the talk is interspersed with quips, puns, rhymes, wit- 


1® C. Boraer, “Psychogenic factors as causative agents in manic-depressive 
psychoses, Jour. Nerv. Merit. Dis., 1931, vol. 11, pp. 121-131. 

An example of topical fight will be found in the case of the midwestern 
housewife which follows. 
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ticisms and personal references, some of which may be vulgar and 
obscene. ® 

The patient may sing, shout himself hoarse, whistle, adorn him- 
self or strip naked, dance and prance, go through calisthenics, walk 
in circles, tease others, play pranks and act the clown. He may give 
neither time nor attention to food, rest or elimination. Sleep is 
sometimes limited to less than an hour a night, patients are W 
quently starved, dehydrated and lose a great deal of weight. An 
interesting finding is the slowing of gastrointestinal motility in 
acute manic disorders.^® Throughout manic excitement, unless it 
becomes hyperacute, the patient’s behavior remains fairly well- 
organized and his level of communication, for all the overactivity, 
is a relatively adequate one. To the normal observer the excitement 
seems intelligible as exaggerated elation or, as in the following case, 
exaggerated self-assertion. 

The patient, a married man of fifty-eight, had been employed as 
a minor race-track official before his illness. Three years before his 
admission to the hospital, his income, which depended upon the 
prosperity of the race-track, began steadily to diminish. Within a 
year he was obhged to move into a poor neighborhood, which 
caused him great concern, particularly as he had a fourteen-year- 
old daughter for whom he wanted the best. Twelve weeks before 
his admission, the patient finally came to the end of his resources 
and appealed to his aged father for financial help. His appeals, 
however, were repeatedly rejected, and he was harshly criticized,’ 
and called stupid, a poor thing and no good. 

This treatment humiliated and angered the patient, particularly 
as he was an only child and his father had inherited an income of 
ten thousand a year which he occupied most of his time in spend- 
ing on horses and betting. For a month the patient slept poorly and 
seemed tense, diseouraged and upset. Then, eight weeks before his 
admission, he attended an important raeing event and struck his 
acquaintances as gamdous, excitable, argumentative and sometimes 
belligerent, whereas he had been ordinarily a cheerful, even-tem- 
pered man, although often tense and somewhat overconscientious. 
He became extremely hard to please at home, continually criticizing 
his wife and everything about the household. 

Four weeks before his admission to the hospital, the patient 
entered two horses, which he owned, in an important racing event. 
Following this it was noticed that he was overaetive, overtalkative, 

18 G. Henry, “Gastrointestinal motor functions in manic-depressive psy- 
choses, Amer. Jour. Psychiat., 1931, vol. 88, pp. 19-28. ^ 
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excited, expansive and jovial, and more sleepless than ever. He 
wrote a great many letters, telephoned friends over and over in the 
middle of the night to tell them about horses and horse-racing, and 
began sending radiograms to Chicago about purchasing horses. A 
few days before admission, he bought several hundred dollars’ worth 
of blankets and trunks for his horses unnecessarily, and spoke of 
organizing huge rallies for the coming presidential election. He was 
at first hospitalized on a general service where he promised his 
nurse fifty thousand dollars and said he would like to marry her. 

After a few days the patient was tran.sferred to the psychiatric 
service. He said: "I never felt better in my life. I want my day 
nurse; she reminds me of my mother. I began to feel despondent 
July 15 when I ran out of money and my daddy was damned hard 
on me. I never felt better in my life, doc. I like it here, but I want 
my nurse wi& me.” His neurologic.al examination, blood and cere- 
brospinal fluid studies were all negative. His behavior on the ward 
showed marked restless overactivity which was more self-assertive 
and expansive than elated. 

The patient was extremely talkative, but gave no evidence of 
topical flight, no rhyming and virtually no punning. He said 
repeatedly that he felt fine and “like a two-year-old.” He talked 
about horse-racing, family affairs, politics and nurses, said he would 
make so much money on the horses that the patients would all get 
radios, the nurses mink coats and the hospital a hundred thousand 
dollars. Against Jewish patients he directed disturbing anti-Semitic 
tirades, and he frightened a depressed clergyman by assuring him 
that the doctors were going to castrate him. 

^ A sample of the patient’s talk at the height of his illness follows: 
“If I don’t send these letters it will cost me at least fifty thousand 
dollars. I can make a himdred tliousand dollars if I can get my 
letter in the hands of the right man. This is worse than jail — you 
get out of jail sometimes. But I like it here. I like you. I could 
do with that one nurse now. Yes, by golly, I’d pay twenty dollars a 

day to have her. If I were younger I’d marry her I think ‘Miss 

Ohio’ [another nurse] should marry that rich farmer. She will have 
half ^ a million. Just think! To be a young rich widow — and he 
won’t live more than a year.” 

This patient was treated at first by restricting but not eliminating 
his contacts with other persons, and by continuous warm tubs and 
occupational therapy on the ward. As he began to quiet down, he 
WM led to participate more and more in the life of the ward, to go 
with other patients to the various forms of group work and recre- 
ation, and to go into his personal problems with his psychiatrist. 
He left the hospital much improved. In his illness he showed clearly 
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an initial phase of anxiety, worry, discouragement and resentment, 
followed by a compensatory push of activity, aggression toward 
others and an outburst of self-assertion and grandiose plans. At no 
period of his hospital stay did he seem genuinely happy or carefree. 

The situation leading up to this manic attack included a grave 
threat to the patient’s security, a severe blow to his pride in having 
to move his family into a poor neighborhood, and finally the humih^ 
ation of being railed at and rejected by his affluent father. The 
compensatory character of the patient’s reaction is obvious. The 
only unusual feature of this attack is the almost complete absence 
of even an appearance of gaiety. In the case that follows, we shall 
see a manic excitement arising, similarly, in a setting of anxiety and 
tension; but the reaction includes more prankish behavior behind 
which, however, spite and bitterness can be clearly detected. 

The patient, a married woman of thirty-four who lived in a small 
midwestem town, was brought to a psychiatric hospital in a near-by 
city by her husband. She said: “I didn’t think I really needed to 
come. I came voluntarily because my husband asked me to. It was 
against my wish, but I came just the same.” The patient’s husband 
stated that she had shown a “nervous disposition” during the pre- 
ceding week. She had been at first angry, aloof and preoccupied, 
but had then become excited, talkative and sleepless, spending her 
days and nights in restless activity, singing, rhyming, punning and 
laughing. ^ 

A week before her coming to the hospital, the patient had re- 
turned from three months alone at a summer resoit on the Michigan 
upper peninsula, where she had been working as a cook. Her 
object in going there had been chiefly that of getting away from her 
unhappy home life in a house full of her husband’s relatives. Before 
returning, she had given her husband an ultimatum to the effect 
that she would leave him if he persisted in his mode of living and 
did not provide her with a home of her own. 

The background of her ultimatum was briefly this. The patient 
and her husband had spent the ten years of their meirried life in the 
home of her husband s family, where lived his parents, an invalid 
aunt, and a married sister with her own husband. Here the patient 
had little housekeeping to do and nothing whatever to say in tiie 
management of the home which was ruled over by her sister-in-law. 
She felt always an outsider, whose activities were frowned upon and 
critically discussed, and whose friends were treated with deliberate 
coolness by the family. Tire patient belonged to lodges and bridge 



516 


/AANIC AND DEPRESSIVE DISORDERS 

clubs; and she enjoyed bowling, dancing and movies. To get away 
from the in-laws she frequently took odd jobs and spent the money 
she earned on clothes, which she loved, even though this use of her 
earmngs brought continual criticism from her sister-in-law, who 
enjoyed saving. 

The patients failure to bear children had for years been a source 
of continual disappointment and frustration to her, especially as 
repeated gynecological examinations had disclosed no basis for her 
sterility. The in-laws expressed openly their opposition to her be- 
coming pregnant, and had said that if she had a child she would 
have to leave the house. This, of course, gave the patient fiuther 
reason to want a family. According to her and to one of her kins- 
folk, the husband had been drinking excessively for five years and 
had had at least one affair which was the talk of the town. He 
spent most of his evenings out, and when he did stay home, he sat 
around without speaking and often with his eyes shut as if asleep. 

The husband noticed nothing unusual about his wife’s behavior 
when he visited her during the summer before the onset of her 
illness. Three weeks before she returned home, the patient wrote 
her sister that she believed she was pregnant, but a week later when 
visited by her sister she seemed downcast and irritable, wept at the 
mere mention of her husband and said sbe would get a divorce 
unless he agreed to move out of the family home. On the Sunday 
of her departure, she was hurt and humiliated by her husband’s 
failure to show up, as she was sure he had promised to do. She 
found herself wondering if he was spending the day with another 
woman. The next day she arrived in her home town and went 
directly to her husband s place of business where, after kissing him, 
she gave him a dressing-down for his neglect. This was one week- 
before her admission to the psychiatric hospital. 

During the ensuing five days the patient’s behavior toward her 
husband and his family was uncommunicative and unfriendly. Once 
she visited her husband’s place of business and stood staring intently 
out of the window. When the husband came up and ^ked her 
what was the matter, she turned abruptly on her heel and left the 
place without answering him. The patient was at home less than 
usual at this period because she was spending a great deal of time 
at her lodge, helping with preparations for a forthcoming town cele- 
bration. Even when she stayed in the house she was engrossed in 
memorizing some material for the part she was to have played in 
the festivities. 

Two days before her admission to the hospital, the patient ap- 
peared suddenly at an evening meeting of a men’s lodge, because 
she suspected that her husband was lying when he told her that he 
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intended going to it. Finding him actually present, she merely 
smiled and went quickly away. It turned out later that from the 
lodge she went to the local hotel, where she made the proprietor 
play cards with her until midnight. Then she insisted that he and 
a guest drive her around town looking for her husband. She 
laughed and sjing as they went through the streets. 

Around one in the moniing the patient arrived home and found 
her husband already in bed. She undressed, but could not setde 
down. She was overactive and overtalkative, jumping from topic 
to topic, reciting the piece she had been memorizing, singing, laugh- 
ing and making rhymes. At two-fifteen the fire-whistle blew ^d 
the patient dashed out of the house in pajamas, bedroom slippers 
and a coat. Her husband foimd her back at the hotel, hiding behind 
a door. It took him an hour to get her home, and then in a few 
minutes she was out again. She insisted on walking up and down 
the streets, laughing and singing; she stole a banana from a truck; 
she sat on the hotel steps with her husband for two hours. The 
family physician was sent for and came, but he could not get her 
off the streets. She finally went home and to bed at six o’clock 
and fell asleep, but only for half an hour. 

All the next day the patient talked, laughed and sang. She made 
a scene in her father-in-law s presence, was rude to him, swore at 
him and became combative. Once she struck her husband in the 
face. To everyone around her she kept saying, “I told you this 
would happenl” On the day following, she was taken to the city 
where she and her husband stayed at a relative’s home. When they 
were out driving, she threatened playfully to jump out of the auto- 
mobile. After they had gotten out to get frankfurters at a stand, it 
took an hour to coax the patient back into the car. All night long 
she stayed up, working around the house with a dust mop, talking, 
singing and praying. She was admitted to the hospital the next 
morning. 

In the hospital the patient’s behavior continued in the same gen- 
eral direction. There was no disorientation, and no evidence of 
disorganization. Neurological examination, blood and cerebrospinal 
fluid studies yielded negative results. A gynecological consultation 
revealed no evidence of pelvic disorder and it was the consultant’s 
opinion that tlie patient was not sterile. When the next day her 
husband left for home, the patient was agitated and wept for a 
short period, but then brightened up and resumed her previous 
overactive and overtalkative conduct. 

The following sample of talk shows definite flights of topics, 
rhyming, punning and distractibility, even though no evidence of 
happy elation was observed in the patient’s behavior: **You go out 
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and stand pat — pat, you hear! Who was Pat? What does he wear 
when he’s in Ireland? This hair won’t stay out of my eyes [brushes 
it aside and touches pillow]. See this pillow [raising it behind 
head]? Now is it even, even or odd? Even or odd, by God; I take 
it even, by God. By God we live, by God we die, and that’s my 
allegiance to these United States. See my little eagle [bedsheet 
wrapped around feet and stretched taut]? These are my wings. No, 
I have wings of a girl.” Patient sings Prisoners Song, making flying 
movements with her arms to accompany the lines, “Over these 
prison waUs I would fly.” Then sings, “One little Indian, two Httle 
Indians, and suddenly shouts, “Heap big Indian chief! I’m not 
afraid. I got a heart right there, I’ve got a key to my heart. I don’t 
want instant death. No, not one little teensy, eensy, weensy, not 
one little teensy, eensy, wittsy, wonsy bit. Right is right, wrong is 
wrong, two rights don’t make a wrong. So they are, all over the 
world. God made the world, but this isn’t Adam speaking, it’s me. 
Mr. Adam, you can’t just walk out of here. It’s O.K. by me, I’ve 
said my say. Out you go! Take me if you want to or leave me. 
Shoot if you want to. I have just one heart, a right heart. I’m so 
tired. So shoot, shoot, but only once. Point the gun at the right 
breast, I’D know him wherever I see him, dead or alive. Shoo-oot, 
‘Oh, Columbia the gem of the ocean’ [sung]. Shoot, I’m ready' 
1-2-3, shoo-oot! [hand over heart, eyes closed]. My husband, my 
sweetheart. Oh, how my heart aches, oh, it aches. I’m tired. I’m 
tired, I’m tired.” ’ 

In her outpouring of talk, the patient revealed clearly her chief 
topics of concern, her ambivalent attitudes toward her husband, 
her ambivalent self-attitudes and her underlying anxiety and un- 
happiness. She said that she was going to have a baby, would con- 
duct an orchestra, and boasted of her bridge playing and her eve- 
ning dresses. In the tubs she frequently pretended she was swim- 
ming, laughed and sang, skipping from one song to another without 
finishing any. Within a week after admission, she had quieted down 
to an almost normid level of general activity and talk. There was 
easy iiritabflity, however, and occasional temper outbursts over 
ward routine. 

Five weeks after admission, the patient was sent with her hus- 
band to spend the night at her mother’s home. There she quarreled 
with him over his having stopped a charge account, because of her 
illness, and she returned to the hospital tense, overtalkative and 
overactive. At first she showed no elation but only irritability, 
sleeplessness and anxiety. She spoke of fearing that she would die 
and her husband also. Within foiu days she was again excited 
and elated. She rhymed, punned, swore, laughed and sang, spoke 
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ag^essively of divorcing her husband and told everyone of her 
desire for children. Her recovery after diis was slow, with some 
fluctuations of irritability, resentment and angry crying, but without 
episodes of sadness or mourning. She was discharged as recovered 
four months after admission, and a follow-up ten months later found 
her apparently well. 

The background of this manic attack is one that would have seri- 
ously disturbed almost any woman in some way. From all the 
available evidence, it seems clear that the husband was a socially 
munature man who could neither emancipate himself from his own 
home nor face the responsibilities of starting his own famfly. His 
alcoholism, philandering and neglect, coupled with his ten years of 
delay in setting up a home for his wife, led the patient to issue an 
ultimatum to him. However, it is clear that, long before her manic 
attack, she was markedly ambivalent toward her husband. She 
threatened him with divorce, and she was pleased when she thought 
herself pregnant. She looked forward to his coming to get her at 
the resort and talked about it to her sister, and when he disap- 
pointed her, she reacted with an angry outburst followed by deliL 
erate coldness toward him. When she reached home, the patient 
had to plunge at once into the task of memorizing and preparing 
for a public pageant. This placed her under additional pressure, 
and must have increased the ambivalence toward her return home, 
which, as we have seen, had for some time been evident in her 
behavior. 

In going to the hotel proprietor for company, the patient seems 
simply to have picked on the nearest available man and to have 
celebrated her sorrow with him in public. The noisy drive about 
town in search of her husband was evidently an ostentatious demon- 
stration of spite and distrust. From the moment of her arrival home, 
she indulged in unrepressed aggression, first by pranks that humili- 
ated and exasperated her husband and his family, and then by 
profane and combative behavior directed against the in-laws. Not- 
withstanding, when her husband left the patient alone at the hos- 
pital, she grew agitated and wept, but reacted to this loss with 
compensatory elation. Five weeks later, following a quarrel with 
her husband in her mother’s home, she became suddenly sleepless, 
irritable and anxious, expressing fear that both she and her hus- 
band might die. Then she reacted once again with compensatory 
elation and said publicly that she intended to divorce her husband. 
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Recovery after this was slow, but at the end of ten months of hos- 
pitalization apparently complete. 

The sudden changes from self-assertion and elation to fear, amci- 
ety and bitter unhappiness in this patient’s behavior are representa- 
tive of a great many manic excitements. So also are the unmistak- 
able signs of ambivalence. This evidence, the practical idenUty 
of the immediately antecedent conditions, and the common pro- 
dromal period of tension and anxiety, together bring out the close 
relationship of manic and depressive attacks. The manic excite- 
ment is apparently not an automatic swing from one pole of metab- 
olic activity to the other, but rather a coordinate substitute for a 
depressive attack, a compensatory defensive reaction against de- 
pression.^® Indeed, in the care of manic patients, one must pay the 
same close attention to suicidal hazards and to the dangers of per- 
sonal neglect, insomnia, exhaustion, and even of gastrointestinal 
stasis and starvation, that one does in agitated depressions. The 
additional threats to the patients and family’s safety, socio-eco- 
nomic status and reputation must be obvious from the two case 
histories we have cited. 

Manic-depressive cycles 

Patients only occasionally pass from an attack of manic excite- 
ment immediately into a depressive attack; still less frequently they 
pass from depression into mania.®® The widow, whom we mentioned 
earlier as developing a manic attack immediately after her hus- 
bands death, followed her partial recovery with a depression that 
lasted more than a year. She then had two more manic attacks sep- 
arated by a period of apparently good health. In all of these 
episodes the patient complained of loneliness and need for close 
affection. Even as an adolescent she had been known as a person 
who concealed her shyness, timidity and dependence by a mask of 
witty, happy-go-lucky sociability. She exchanged a stem, irritable, 
domineering father for a husband similarly inclined. Thus, she con- 
tinued well into middle life as a habitually dependent, dissatisfied 
person. Her husband’s death gave her personal freedom, but it 

1® N. Cameron, “The place of mania among the depressions from a bio- 
logical standpoint. Jour. Psychol, 1942, vol. 14, pp. 181-195. 

.. Reef’s series, cited early in the chapter, the 24 per cent listed as 
cyclothymics were made up chiefly of cases whose manic and depressive 
attacks were separated by years of good health or by recurrent attacks of the 
same kind. These cannot justifiably be regarded as cyclic. 
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brought her neither a mature independence nor the second marriage 
she had always hoped for. In reacting with manic and depressive 
attacks she seems to have followed, in an exaggerated way, her 
lifelong patterns of defensive and dependent behavior. 

In addition to the brief episodes of sadness and anxiety which 
occur during the course of most manic attacks, clinicians find that 
the recovering manic patient often expresses concern over what he 
remembers of his talk and general conduct during his excitement. 
His concern is seldom unfounded, although, if the excitement has 
been worked off in a sympathetic hospital environment, the danger 
of social disgrace is greatly lessened. The characteristic upheaval 
of conflict material, however, is frequently well remembered by the 
recovering patient. ^ 

Unless adequate individual therapy is available in the phase of 
convalescence from a manic attack, the patient may develop severe 
anxiety and self-disparagement as a reaction to what he remembers 
of his earlier behavior. Such a reaction is very likely the source of 
depression immediately following mania in the relatively few in- 
stances where this succession occurs. The rarer cases of immediate 
manic reaction to convalescence from depression seem to have the 
same origin as manic attacks that are not preceded by depression at 
all. They are, in other words, compensatory reactions to threaten- 
ing anxiety which arises in these cases during recovery from the 
depression. Further detailed study is needed, not so much to ex- 
plain why mania occasionally follows immediately upon depression, 
or vice versa, as to account for the fact that this occurrence is 
relatively infrequent. 

Involutional melancholia 

The official American classification defines involutional melan- 
cholia as a depression of middle and later life characterized chiefly 
by agitation, uneasiness and insomnia, and often by self-condemna- 
tory trends. This description does not in itself differentiate involu- 
tional melancholia from any other agitated depression. However, 
it is officially listed under the heading of “p.svchoses due to dis- 
turbances of nietabolism, growtii, nutrition or endocrine func- 
tions. This listing is the subject of considerable controversy and 

21C. C^ey, for Psychiatric ExattUnaHons. Utica, N.Y.: State 
Hospitals ftess, 1934 Also reprinted in full in A. Rosanoff, Manual of Psychi- 
atry and Mental Hygiene, 7th edition (New York: Wiley, 1938), pp. 967-985. 
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the source of widespread confusion. The confusion is reflected, for 
example, in the fact that neither the official British classification, 
derived like the American directly from Kraepelin s system, nor the 
recent United States Army classification, indicates that involutional 
melancholia is due to such disturbances. Psychiatric textbook 
authority is similarly divided. Thus, Henderson and Gillespie de- 
vote a full chapter to this syndrome while Billings, who is both 
internist and psychiatrist,. dismisses it as simply an agitated depres- 
sion occurring in middle or later life.22 The published reports of 
clinical experimentation show equally sharp contradictions; and 
even the definitions offered by clinical writers who accept involu- 
tional melancholia as a differentiable syndrome do not agree one 
with another as to the discriminating characteristics.^® 

One important source of the contradiction and confusion, which 
should be relatively easy to eliminate, is the old mistake of treating 
involutional melancholia as though it were purely a biochemical 
disturbance of the internal environment. This is the same mistake 
that was responsible for the now discarded groups of gestation, 
postpartum and lactation psychoses which have for several decades 
been recognized as reactions of a biosocial person to the fact and 
the implications of pregnancy, childbirth, breast-feeding and child 
care. But the recognition has been slower in coming that involu- 
tion also has serious implications for the senescent woman in our 
society. Her social status and personal security are often directly 
dependent upon sex behavior, fertility, child care and the preserva- 
tion of a youthful appearance. When these activities and character- 
istics are threatened, the woman’s status and security are likely to 
be threatened. 

The woman who has found compensatory satisfaction in mother- 
hood, which helps her to disregard her disillusionment in wifehood, 
faces irretrievable loss in middle life when her children one by one 
grow up and leave the home. The senescent man whose active 
career has been everything to him, or who has made his youth and 


“For example, see the contrast between D. Henderson and R. Gillespie 
Texfbtmk of Psychiatry for Students and Practitioners, 6th edition (Lon&n: 
Oxford University Press, 1944), pp. 265-287, and E. Billings, Elementary 
Vm 10 ?°* P«/chobtology and Psychiatry (New York: Macmillan, 1939), pp. 

2 ® Fot a discmssion of this controversy, with bibliography, see N. Cameron, 
The funcfaonal psychoses, in J. Hunt (editor), Personality and the Behavior 
Disorders (New York: Ronald Press, 1944), pp. 883-885 
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vigor to chief bulwarks against anxiety, must inevitably sufiFer a 
distobing reduction in personal security as to opportunities 
dwindle or he loses youth and strength. The senescent person finds 
Aat sickness and death seem suddenly to invade his circle of 
friends and associates, and this discovery becomes also a source of 
anxiety and insecurity for many men and women in middle life.®^ 
We shall have occasion to return to this important problem of 
human reactions to biosocial ageing in the next chapter where 
pathological senility is discussed. 

Manic and depressive disorders in relation to organ and tissue pathology 
Mania and depressions, we have seen, are essentially anxiety dis- 
orders which have been complicated by cumulative and self-per- 
petuating delusional developments, and in the case of mania, also 
by compensatory reactions. Therefore what has been said, in Chap- 
ter 9, about the relationship of anxiety disorders to organ and tissue 
pathology applies here also. Patients who are for any reason made 
anxious by illness, accident, surgery or convalescence may react 
with a depressive disorder, and sometimes with a manin attack. 
Post-influeMal convalescence, for example, with its characteris- 
tically profound apathy, is a notorious precipitant of mild depres- 
sion which usually clears as the apathy disappears. However, it is 
frequently the case in illness and convalescence that what is loosely 
called depression is actually only weakness, anxiety and fatigue. 
That is to say, the persistent hopelessness and the delusional self- 
depreciation which define the retarded depression are both absent. 

Great difficulty is often encountered in evaluating depressive and 
manic disorders. For example, one of our patients was referred to 
a psychiatric hospital because of complaints of sadness, crying 
spells, suicidal ruminations, sleeplessness, anorexia and loss of 
weight. It was soon found, however, that she was also suffering 
from carcinoma of the uterus. The carcinoma was cleared up by 
radiation therapy and surgery, while the depressive disorder ran a 
longer but typical course, ending also in recovery. In the next 
chapter, on cerebral incompetence, we shall present cases in which 
mania or depression develops in persons suffering from central ner- 
vous system intoxication, infection, injury and degeneration. 

24 A more det^ed discussion of the factors precipitating behavior disorders 
in middle life will be found in N. Cameron, “Neuroses of later maturity,” in 
O. Kaplan, Mental Disorders in Later Life (Stanford University, Calif.: Stan- 
ford University Press, 1945), pp. 143-186. 
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BIOSOCIAL BASES OF AAANIC AND DEPRESSIVE DISORDERS 

We come now to the question. What are the characteristics of 
normal behavior from which manic and depressive disorders are 
derived? One answer to this question has already been given and 
we may summarize it at this point. Mania and depression are them- 
selves direct products of increased tension and anxiety; their origins 
in normal behavior to a considerable degree coincide with the ori- 
gins of other anxiety disorders which we have earlier discussed.^® 
The agitated depression is best understood as an anxiety disorder 
complicated by cumulative and self-perpetuating delusions. The 
retarded depression is basically a tense fatigue reaction to anxiety, 
similarly complicated by delusions; it duplicates in many respects' 
the characteristics of the tense fatigue syndrome described in Chap- 
ter 8. The manic excitement is also a reaction to anxiety, but a com- 
pensatory reaction whose cumulative and self-perpetuating delu- 
sioiis are grandiose and self-assertive. 


Normal agitation, retardation and excitement 
Agitation, retardation and excitement in response to increased 
tension and anxiety are common everyday reactions that occur in 
normal persons who never become manic or depressed, as well as in 
those who do. Almost every adult occasionally develops a circular 
reaction in which worry begets worry, and the resulting increase in 
tension and anxiety revives doubts or conflicts over his own per- 
sonal adequacy and integrity. Business worries, for example, 
whether justified or not, may lead to anxiety regarding home and 
family; anxiety over home and family is likely to raise the issue of 
personal health and vigor - since upon these a man s ability to work 
well depends - and this pondering is almost sure to make a person 
question his own competence and dependability. The new anxi- 
eties^ thus stimulated and the new doubts raised add to the worried 
man s insecurity and further heighten his tension. 

The average housewife is in a situation that makes her especially 
vulnerable in certain respects to the development of such circular 
reactions. She is without diverting adult company a good part of 
each working day. She cannot greatly improve her socio-economic 

suggests that mania, anxiety disorders and depression con- 
statute a behavior^continuum. “Some relationships between excitement, depres- 
sion and anxiety, Amer. Jour. Psychiat., 1945, vol. 102, pp. 385-394 
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status and security directly through her own efforts; instead, she 
must depend upon her husband’s competence, which she is seldom 
in a position to evaluate objectively, or materially to influence. The 
man or woman who is not only habitually insecure, but also selec- 
tively reaction-sensitive to doubts cast upon his social responsibility, 
is likely to react to increased tension and anxiety with tnild agita- 
tion, and an upheaval of concern over his ability to measure up to 
his duties and his ideals. In most persons mild agitation soon sub- 
sides, in many it persists for some time as chronic anxiety, and in a 
few it goes on to self-indictment and the agitated depression.^® 
Increased anxiety or tension, and the development of circular re- 
actions such as we have mentioned, do not lead to mild agitation 
in all persons. In some, there is a noticeable reduction in overt 
activity, a temporary loss of initiative, an unreadiness for new or 
continued activity, and even an aversion to it. The anxious person, 
instead of growing mildly agitated, sits alone and worries, he is 
hard to interest in doing anvthing else, he complains of being tired, 
of not wanting to go out, to meet people or play games. He may 
go farther, and cast doubts upon his general ability or integrity. If 
examined, he shows no sign or symptom of anything but tension, 
anxiety and fatigue. In a few days, when things seem different to 
him, the previously worried man returns to his usual level of bio- 
social behavior. We could, of course, call such episodes as this mild 
depressions; but to do so would be to make almost everyone recur- 
rently depressed. It is more useful to look upon them as episodes 
of mild and transitory fatigue reactions to increased tension and 
anxiety, the normal counterparts and sometimes the precursors of 
retarded depression. 

Circles of augmenting tension and anxiety also lead to overactiv- 
ity with self-assertion and increased initiative. Employers and em- 
ployees, parents and children, teachers and pupils, learn in their 
interrelationships to recognize aggressive, insistent self-assertion as 
a symptom of tension or anxiety in the aggressor, however inex- 
pertly they may formulate their recognition. They often are able to 
interpret boastful exaggerations as signs of insecurity and a need 
for reassurance. Sometimes a worried, harassed or frightened per- 
son is able himself to recognize the source and meaning of his self- 
assertive, boastful behavior; more often he is not. 

20 Compare the report by H. Myers and S. Von Koch, “Reactive depressions: 
a study of one hundred consecutive cases,” War Med., 1945, vol. 8, pp. 358- 
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Tense, anxious individuals frequently react with apparent gaiety 
and irresponsibility instead of self-assertion. Thus, for fivampl p 
some normal men and women who are habitually the life of the 
party at social affairs originally developed this pattern as a compen- 
satory reaction when they were insecure and imeasy. Their unre- 
laxed overactivity and superficial lightheartedness are compen- 
satory techniques which neutralize the tension and anxiety aroused 
their own self -reactions of inadequacy in the company of their 
peers. It is customary in our culture, and perhaps necessary, to get 
away periodically from the effects of worry, conflict, fear, confining 
work, failure and personal loss, through an episode of excitement 
or hilarity. This may be planned and deliberate, or a spontaneous 
act of spite, resentment or rebellion; but in either case it must be 
recognized as a dose relative of the compensatory excitement, ela- 
tion and self-assertion one sees in the less transient and less mod- 
erate episodes of manic excitement. 

Indeed, many normal individuals intentionally induce or prolong 
a transient outburst of elation, under stress, by means of the stim- 
ulation and support of an exciting, permissive environment, con- 
vivial company, erotic activities and alcoholic release. There is a 
tendency, on the part of persons who wish to control and prevent 
this land of behavior without first trying to understand it, to 
ascribe it wholly to alcohol and evil companionship. But this 
Aoughtless ascription ignores the most significant, the central factor 
in the situation — the reacting biosocial individual. For he is re- 
sponding not alone in terms of his immediate environment and the 
solace or diversion it provides, but in terms also of his own prior 
anxiety and tension. His compensatory techniques may be person- 
ally unwise or socially undesirable, but their origins go deeper than 
a thirst for conviviality, alcohol and sex. In manic excitement, like- 
wise, the exaggerated, unwise and frequently offensive behavior of 
the patient can be understood only as the product of an earlier 
phase of unhappy conflict and intolerable strain. 


Cumulative and self-perpetuating reactions 
The most impressive thing about manic and depressive disorders 
is that they can be so intense and prolonged, and be dominated by 
frai^y delusional self-reactions, without serious impairment of be- 
havior organization throughout the illness. To a certain extent we 
have already accounted for the rise and persistence of the attacks 
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by pointing out their origin in increased tension and anxiety. Mania 
and depressions share with anxiety disorders the cumulative and 
self-perpetuating eflFects of sustained ambivalent conflict, selective 
reaction-sensitivity, language behavior and thinking, role-taking and 
self-reactions, as we have indicated in Chapter 9. They differ from 
the typical anxiety disorder, however, in the fact that in them delu- 
sional self-reactions sooner or later become and remain dominant. 
We may begin our discussion, therefore, by taking for granted the 
rise and persistence of the anxiety behavior, and the fatigue or the 
compensatory reactions to it, and turn our attention to the part 
played by the delusions. 

Since agitated depressions are more directly in the line of devel- 
opment from excessive anxiety than either the retarded depression 
or the manic excitement, we may simplify our exposition at this 
point by limiting it chiefly to them.^^ The delusional self-reactions 
of the agitated depression have their beginnings in a phase of emo- 
tional upheaval that results from acute tension and anxiety. The 
crucial event in this emotional upheaval is the appearance in the 
immediate conflict situation of self-reproachful or self-condemna- 
tory attitudes. These attitudes support and facilitate the resurgence 
of old, partially repressed conflicts which lead to delusional self- 
accusations, further confessions, and the demand or expectation of 
punishment and degradation. 

This crucial shift, however characteristic of agitated depression 
it may be, is not without its parallels in normal conduct. When, for 
example, crops fail, the bottom drops out of one’s business, grave 
illness develops in one’s family, or a near relative or a revered pub- 
lic person dies, a common reaction in the emotional upheaval pre- 
cipitated is the statement of human inadequacy and unworthiness, 
and the revival of personal conflicts long since repressed. This we 
see in the familiar rush of sinners to church, the public lamenta- 
tions and the declaration of personal unimportance that follow a 
communal crisis, and on the part of individuals whose attitudes may 
not ordinarily be religious, sorrowful or self-abnegatory. Moreover, 
in quasi-religious groups that encourage confession and self-accu- 
sation in public, an atmosphere of acute tension and anxiety is 
deliberately fostered at revival meetings to bring out these reac- 

27 Compare C. Rogerson, ‘The differentiation of neuroses and psychoses, 
ynm special reference to states of depression and anxiety,” Jour, Ment. Science, 
1940, vol. 86, pp. 632-644. 
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tions. Some of these groups also capitalize on the facilitating effects 
of self-accusation upon further and more severe self-accusation by 
urging the sinner to go on and on, once he has begun. What comes 
out of such emotional upheavals need have no relationship to what 
produced them other than the common background of intense 
anxiety. 

The emotional upheaval in agitated depressions, we have said, 
is frequently the result of prolonged conflict and stress in which 
the patient develops marked ambivalence. It may arise, for ex- 
ample, when a person under conditions of intense anxiety reacts 
wiA overt or fantasied hostility toward someone for whom he has 
attitudes of love, reverence or awe. This was the situation, it will 
be recalled, out of which our private secretary developed her 
sequence of hostility, ambivalent conflict, emotional upheaval and 
delusional self-hate. We see similar developments when, during a 
phase of generally heightened anxiety, a person becomes involved 
in activities or relationships - actual, imagined or remembered - 
which threaten his personal integrity, violate an important ideal or 
break a commandment. 

T^e self-accusatory reactions that arise in the agitated depressed 
patient, during his emotional upheaval, grow cumulative and self- 
perpetuating because he is unusually reaction-sensitive to his own 
guilt and has been overtrained in remorse and penitence. He has 
acquired earlier in life habitual unforgiving attitudes toward the 
smallest lapse in ethical responsibility. When, therefore, under con- 
ditions of unusual stress he develops marked tension, anxiety and 
an emotional upheaval, it is almost inevitable that his reactions will 
include self-reproachful and self-condemnatory attitudes. These 
attitudes then facilitate the revival and intensification of old per- 
sonal conflicts in a new setting, and the crucial shift has been ac- 
complished. The patient now becomes preoccupied with playing 
the familiar role of an indignant, outraged, vengeful parent which 
alternates with its complementary role of the intimidated,, guilty 
penitent child.*® In the one he accuses, threatens, condemns and 
execrates the culprit; in the other he cringes apprehensively, dread- 
ing the retribution he has earned, but also inviting it. 

28 This dual role is reminiscent of that which characterizes many compulsive 
cmordere. Indeed, it wUl be remembered that, in our case of the government 
clerk, the onset of handwashing compulsions marked tlie disappearance of a 
depressive reaction. 
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The terrible crime or the unspeakable degradation, of whidr the 
agitated patient may accuse himself, is a reflection of his over- 
whelming anxiety. He might as a child have developed comparable 
anxiety in consequence of his parents’ frightening threats of retalia- 
tion for his childhood guilt or hostility. But as an acutely appre- 
hensive adult, he must find a rationalization on an adult level that 
will justify his overdetermined, exaggerated agitation. Therefore 
he accuses himself of multiple, unpardonable sins like the anxious, 
excited penitent at a revival meeting, and declares himself deserv- 
ing of horrible punishment. Most depressed persons sooner or later 
begin to ascribe their own condemnatory self-reactions to the atti- 
tudes and intentions of society, the law and God. By the familiar 
technique of projection they proceed to organize their delusional 
convictions into a vengeful, threatening pseudocommunity. 

We have said that anticipation of punishment is fundamental to 
the development of guilt reactions. But there is a corollary of this 
principle which for depressive disorders is equally important: the 
appearance of an acquired guilt reaction results in anticipation of 
punishment, and the severity of the punishment anticipated is re- 
lated to the intensity of the patient’s guilt. This helps to account 
for the expectation of extravagant torture and cniel death which 
preoccupies some patients. To some agitated depressed persons the 
consequences of their sinfulness seem to threaten everyone and to 
grow into an impending world catastrophe. The demand a patient 
makes, that he be made to pay for his crimes or his worthlessness, 
comes in part from need-satisfaction sequences which most persons 
acquire in relation to guilt during early childhood. The child’s mis- 
deed is met by parental condemnation and rejection, but punish- 
ment cancels out the crime and brings the child acceptance. The 
demand also has its source in the need to end intolerable suspense 
— the same need which leads often to suicide. 

Rcto-vdcd dcpTcssions, as we have seen, become cumulative and 
self-perpetuating through the interplay of similar factors in similar 
ways. But the delusional self-reactions that develop are directed 
primarily at the patient’s inadequacies and his failures, rather than 
at his crimes as in agitated depressions. Aversion and unreadiness 
replace aggression in the clinical syndrome, and the dominant 
techniques are those of withdrawal, insulation and a tense but pas- 
sive anticipation of punishment for shortcomings. In liis self-reac- 
tions the retarded depressed patient usually takes the role of a sad. 
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chagrined and disappointed parent, and matches it with die recip- 
rocal role of a disgraced, unworthy child. His guilt reactions and 
the punishment he awaits may be as overwhelming to bitn as are 
those of the worst agitated patient; but his overt behavior does not 
reveal this to the casual observer. 

Manic excitements, like depressions, arise out of a prodromal 
phase of increased tension and anxiety; and an undercurrent of 
anxiety must be reckoned among the important cumulative and 
self-perpetuating factors in the attack. The excitement, in other 
words, originates as the reaction to a threatened increase in anxiety, 
and the same threat sustains the excitement. Of course there are 
excited patients who, in spite of tension and anxiety, apparently 
enjoy the things they do. But most persons in a manic attack tnlfP 
the role of an insecure braggart or an unhappy clown. By their 
exaggerated delusional compensations, they defend themselves from 
the threat of overwhelming anxiety, just as normal persons often 
defend themselves with boasts and hearty songs against their milder 
fears. The relationship between anxiety and manic behavior was 
clearly shown in our case of the woman among critical in-laws, for 
each serious increase in tension and anxiety was followed by inten- 
sified aggression and elation. Under the protection and support of 
a planned hospital routine both anxiety and excitement were given 
the opportunity to subside. 

Behavior organization in mania and depressions 
We have said that manic and depressive disorders, in spite of 
their intensity, duration and delusional developments, are char- 
acterized by the preservation of relatively good behavior organiza- 
tion. This fact at once invites a comparison with the quite differ- 
ent situation in schizophrenia. The manic or depressed patient, like 
the schizophrenic, usually goes through an initial phase in which 
he attempts to meet some challenge in terms primarily of the social 
community — that is, with reactions oriented in relation to the func- 
tionally integrated group of which he is a member. With the delu- 
sional development his behavior becomes organized also in terms 
of a pseudocommunity, and, at least in the case of retarded depres- 
sion, his behavior may even be restricted to an autistic com- 
munity?^ However, neither in the patient’s pseudocommunity nor 

29 The pseudocommmity is defined and discussed in Chapter 14, and the 
autistic community in Chapter 15. 
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in his autistic community do we find disorganization comparable to 
that which is characteristic of schizophrenia. 

To begin with, there is little in the overactivity or underactivity 
of manic and depressed patients that the normally imaginative 
clinician cannot understand. It is far less difficult, for example, to 
teach an intern to observe and record accurately the behavior of a 
manic patient than that of an excited schizophrenic. If the intern 
is as alert and intelligent as the manic, he will soon discover that 
lus slower pace is his chief handicap. He will learn that with prac- 
tice he can predict a great many of the manic patient’s shifts of 
focus, and follow close behind most of the others, whereas the ex- 
cited schizophrenic is apt to make the intern as confused as he is. 
A similar distinction can be made between the overactive agitated 
depressed and the overactive frightened schizophrenic patient, and 
between the underactive depressed patient and the underactive 
schizophrenic — unless, of course, both of the latter become stupor- 
ous and, for the time being, indistinguishable. 

This relative superiority of behavior organization in manic and 
depressive disorders is especially evident in communication. In 
what we have called topical flight, for example, the manic makes 
rapid shifts from topic to topic, but the alert, attentive listener can 
keep up with the changes because they do not differ fundamen- 
tally from the changes in subject a normal elated person might 
make. The shifts in schizophrenic talk, as our verbatim examples in 
Chapters 3 and 15 clearly show, are confused by the indiscriminate 
overinclusion of material belonging to both shared social and pri- 
vate fantasy contexts. The manic in his talk keeps to social trails 
of communication, even though he may change his direction on 
them at every moment; the schizophrenic does not keep to social 
paths, but makes his own trail as he goes. 

The character of the delusions also indicates relatively good pres- 
ervation of behavior organization in mania and depressions. They 
Me typically delusions which the normal observer can comprehend 
if he takes the role of a manic or a depressed patient and shares 
his perspective. But the normal person cannot seem to put himself 
in the place of the typical schizophrenic patient, take his role and 
share his perspective. Schizophrenic delusions are therefore diffi- 
cult and sometimes impossible for the normal observer to compre- 
hend. They represent a more individualistic and less socialized 
development which others cannot readily share with fidelity and 
success. ^ 
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It is perhaps most striking of all that the retarded depressed per- 
son, when he withdraws and grows desocialized, still does not be- 
come seriously disorganized. He becomes deeply preoccupied, 
broods, is silent most of the time and refuses to participate in activ- 
ities with other persons. He restricts his reactions almost entirely to 
his pseudocommunity and his autistic community. But even these 
behavior organizations in the retarded depressed patient do not 
deviate remarkably from the pseudocommunities which normal 
people develop when they are tense and anxious, or from the autis- 
tic communities of normal unhappy daydreams. 

In contrasting the manic or depressed with the schizophrenic 
patient, we are distinguishing neither between different disease 
entities nor between so-called constitutional types, but between 
groups of individuals showing different degrees of social skill in 
meeting or succumbing to personal stress. The crux of the differ- 
entiation seems to be that the manic or depressed person shows the 
effects of a lifetime of adequate interpersonal give-and-take. He 
may fail to meet his challenge, as the schizophrenic fails, but when 
he is overwhelmed by anxiety, or reacts to it with excited over- 
compensation, his behavior does not disintegrate. In his ambiva- 
lence, his conflicts and his emotional upheaval he gives evidence 
that both his hostility and his love, his evil and his good, his reac- 
tions to others and his self-reactions, are organized into roles which 
correspond fairly well to normal social roles. 

This difference suggests that manic and depressed patients have 
been generally more successful than schizophrenics in establishing 
themselves in their culture. They have evidently acquired a higher 
degree of social skill in taking culturally determined roles, in shift- 
ing perspectives and in sharing them with other persons. They 
have relied less upon the comparatively inept techniques of private 
unshared fantasy, furtive observation and unwarranted inference 
when under stress. It is apparently this background of relative 
social adequacy that protects them from behavior disorganization, 
whether they take the more aggressive roles of agitated depression 
and mania, or the more passive, tense desocializing role of the re- 
tarded depression. 

BIOSOCIAL DETERMINANTS OF /MNIC AND DEPRESSIVE DISORDERS 

We have seen that agitation, retardation, elation and aggressive 
self-assertion are all to be found among normal reactions to in- 
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creased tension and anxiety, and that emotional upheavals also 
occur in persons who never develop mania or depression. This 
brings us at once to our second fundamental question, What are the 
deteTtniTUiTits tvhtch seem to faoor the develojyrnetit of tensiony anxi'^ 
ety and emotional upheaval into a manic or depressive disorder? In 
other words, why is it that some individuals and not others react in 
a personal crisis with extreme self -depreciation or self-condemna- 
tion that reaches delusional proportions, or with equally exagger- 
ated compensatory elation and self-assertion? 

Childhood influences 

We have already indicated that manic and depressive attacks 
arise during an emotional upheaval which typically follows a phase 
of increased tension and anxiety. The attacks show the cumulative 
and self-perpetuating effects of sustained ambivalent conflict, selec- 
tive reaction-sensitivity, language behavior, thinking, role-taking 
and self-reactions. In these respects, of course, manic and de- 
pressive illnesses do not differ fundamentally from other behavior 
disorders. But they are most closely related to the anxiety disor- 
ders, a relationship which is evident, not only at the adult level, but 
also in the similar background of both groups of patients. Indeed, 
what we have said in Chapter 9 about childhood training in anxiety, 
in chronic insecurity, in guilt and the expectation of punishment’ 
applies with equal force to the manic and the depressed patient. 

Thus, the person who develops a manic or depressive disorder 
as an adult is one who has been rendered in childhood reaction- 
sensitive to signs that he is considered inadequate, inferior, un- 
worthy and guilty. As a child he learned that these signs heralded 
frightening threats to his personal security and frequently ended in 
rejection, condemnation and punishment by his elders. It is this 
sequence of selective reaction-sensitivity, threat, anxiety and hos- 
tility toward his own behavior and himself that he carries over into 
his adult reactions and self-reactions. For although, like the schizo- 
phrenic, he may be schooled in overdependence upon the censure 
and approval of others, unlike the schizophrenic he is overtrained 
in taking the role of the hypercritical, unforgiving parent toward 
his own behavior. In this respect he is, of course, closely related to 
the compulsive patient, whose childhood background we discussed 
in Chapter 10. 

There are certain similarities and certain differences in the child- 
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hood of the compulsive and the manic or depressed patient which 
sho^d be pointed out here. The sustained ambivalent conflict^ 
which is a prominent characteristic of the prodromal phase of 
manic and depressive attacks, undoubtedly owes its intensity to the 
overdevelopment of a strict, vindictive parental role similar to that 
found in compulsive disorders. However, the chasm between the 
conflicting parental and filial roles, which we described in com- 
pulsives, is certainly far less evident in most manic and depressed 
patients. This difference suggests that the adult who develops clear- 
cut mania or depression has succeeded in establishing somewhat 
more adequate emotional relationships in childhood with his 
parents, or parent surrogates, than has the typical compulsive 
patient.^® ^ 

We may characterize the self-reactions of manic and depressed 
patients in terms of the interaction of filial and parental roles as 
follows. In the agitated depression the patient does not usually 
resist, in his filial role, the harsh condemnation of his parental role; 
he rather seeks to reinforce and amplify it by more and more con- 
fession. He encourages others or himself to implement the punish- 
ment, which in the parental role he insists, and in the filial role he 
admits, Aat he deserves. Some agitated depressed patients disown 
their guilt and ascribe their delusional parental self-reactions to 
punitive agents in a pseudocommunity (disowning projection), 
thus giving their syndrome some of the characteristics of paranoid 
disorders. 

The retarded depressed patient as a rule acknowledges more pas- 
sively his guilt and unworthiness; in the delusional self-reactiom of 
his filial role he maintains the attitudes of one who is helpless and 
hopeless. The parental role is not a prominent component of his 
behavior, but it is implied, of course, in his delusions. In manic 
attacks, also, the parental role is present only by implication, and 
not as an immediately controlling or threatening delusional self- 
reaction. The manic patient is typically in rebellion against the 
implied parental role, and often gives a convincing and unequiv- 
ocal performance of uninhibited filial revolt. Parent identification, 
however, is sometimes a conspicuous part of the manic reaction! 
Our race-track official, for example, certainly gave the distinct 
impression of taking his father s role in relation to the social com- 
munity when he raced two horses, and then began ordering ex- 
pensive equipment for them in a financially irresponsible fashion. 

*® Compare the section on parent-child relationships in Chapter 10. 
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Adult antecedents of manic and depressive disorders 
Of course, not everyone made vulnerable in childhood to adult 
manic and depressive disorders will develop them when he grows 
up. There is always some antecedent precipitating situation, in overt 
or covert behavior, which brings on an attack. The most common 
preconditions, as we have seen, are those which stimulate reactions 
of severe, protracted anxiety and tension. The attitudes thus 
aroused favor the evolution of the characteristic delusional self- 
reactions to which the patient’s childhood training has made him 
particularly vulnerable. As we pointed out in our case analyses, 
the most effective precipitants are those exciting marked ambivalent 
conflict, hostility and guilt in relation to a loved person. However, 
a great many manic and depressive attacks appear in response to 
relatively simpler threatened or actual losses in possessions, socio- 
economic status, personal prestige, health, reputation or future 
prospects. 

What has already been said of the special problems of middle- 
aged and elderly persons in connection with anxiety disorders and 
paranoid disorders is true of them also in relation to mania and 
depression. Tension and anxiety are exceedingly common reactions 
to tile signs of biological ageing and to the almost inevitable indi- 
cations of reduced personal significance and socio-economic secu- 
rity that go with ageing.®^ The individual whose acquired per- 
sonality organization leaves him vulnerable to depressive self-reac- 
tions, and their compensatory manic equivalents, is likely to develop 
a manic or depressive attack as a result of his dianging biosocid 
status.®* If earlier in his life he has already reacted under severe 
personal stress with an attack, the likelihood of his reacting again 
in the same or a compensatory way is increased. His earlier attack 
has given him practice that favors a recurrence. 

Manic and depressive disorders as adjustive techniques 
The successful and unsuccessful use of manic and depressive dis- 
orders as adjustive techniques has been emphasized throughout our 
discussion and needs only a brief recapitulation here. The agitated 

81 N. Cameron, “Neuroses of later maturity,” in O. Kaplan (editor). Mental 
Dfewdcrs in Later Life (Stanford University, Calif.: Stanford University Press. 
1945), pp. 143-186. ’ 

I 1 .** study of manic-depressive psychoses occurring during the 

later life period, Amcr. /our. Psychiat., 1942, vol. 98, pp. 645-649. 
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depression is characteristically an aggressive reaction, on the part 
of the patient, with respect both to himself and to others in his 
environment. Identification is evident in the patient’s assumption 
of the dominant parental role, and projection when that role is 
secondarily disowned and ascribed to others. The manic excite- 
ment is primarily aggressive and compensatory; manic patients fre- 
quently show identification as well as projection, which may be 
assimilative or disowning. The retarded depression is predomi- 
nantly a reaction of withdrawal, insulation and unaggressive projec- 
tion. All three major syndromes clearly involve rationalization, 
negativism and regression in varying degrees. 


MANIA AND DEPRESSION IN RELATION TO OTHER BEHAVIOR DISORDERS 

There is no single sign or symptom of manic and depressive dis- 
orders which cannot be found in some other behavior disorder, or 
for that matter as at least a temporary feature of normal behavior. 
What, for instance, is a more common everyday reaction to tension 
and anxiety than a transient change in pace — either overactivity 
with self-assertion and increased initiative, or a slowing-up with 
aversion and unreadiness to participate? Call these mild excite- 
ments or depressions if you like, but the fact is that they are to be 
found at some time in the reactions of almost every normal person. 
Sadness, apprehension, dejection and despair are likewise common 
normal reactions to failure and loss, whether personal or communal, 
and whether kept to oneself or made public. 

Of course, not everyone who falls short of his goal or watches 
the failure of others, in whom he has put his faith, develops reac- 
tions of self-condemnation or self-depreciation. And not everyone 
who suffers an emotional upheaval undergoes the crucial shift — 
from the original excitants of increased tension and anxiety to self- 
attitudes which facilitate the revival and intensification of old con- 
flicts in a new setting. But even the condemnatory or depreciatory 
®®fl'''®^ctions and the rearoused personal conflicts, if they are not 
universally present, are still familiar incidents in the lives of great 
numbers of normal men and women. Moreover, we also find them 
cropping up continually in the case studies of individuals whose 
dominant complaints lead us to diagnose some behavior disorder 
other than manic or depressive. Thus, we differentiate mania or 
depression from other behavior disorders on the basis of the rela- 
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five prominence and importance of the particular behavior pathol- 
ogy that we have described as characteristic of it. 

Hypochondriacal overconcern is one of the commonest symptoms 
of the prodromal phase of tension and anxiety in manic and depres- 
sive developments. In agitated and retarded depressions it c^ to 
a large extent be attributed to the profound changes in visceral 
and skeletal performance which are a part of the anxiety and 
fatigue reactions. In manic excitements hypochondriacal com- 
plaints, if they appear, do so as a rule sporadically in the form of 
energetic demonstration, facetious reference or momentary frank 
worry. Fatigue reactions are also frequent in the prodromal period 
of tension and anxiety; in the retarded depression, as we have seen, 
they dominate the clinical picture. Both hypochondriacal overcon- 
cem and fatigue reactions may reach delusional proportions to pro- 
duce some of the behavior we have described in Chapter 13 . 
Anxiety reactions are, as we have said earlier, components of all 
manic and depressive disorders. 

Compulsive behavior is frequently present in manic and depres- 
sive disorders, but particularly in agitated depressions. This we 
might anticipate in view of the fact that compulsive behavior is a 
reaction to mounting anxiety which occurs in ambivalent persons 
faced by serious conflict. Indeed, compulsive reactions are some- 
times so prominent and persistent in agitated depressed patients 
that one hardly knows which is worse for them, the anxiety or the 
technique they use to relieve it. Minor hysterical complaints are 
often encountered in manic and depressive disorders. However, in 
agitated and retarded depression, what looks like indifference at 
first glance usually turns out to be satisfaction with the self-punish- 
ment or the personal worthlessness implied by defect, or may be 
sunply an expression of hopelessness and doom. These latter reac- 
are, of course, not consonant with our conception of hysterical 
disorder. 

Delusional behavior is so characteristic of mania and depressions 
that a differentiation from paranoid disorders is often extremelv 
difficult to make, and sometimes impossible. The paranoid patient, 
like every other human being, has his moments or his days of slow- 
ing down and of speeding up, of decreased and increased initiative, 
of sadness, dejection, despair and apprehension. He may conclude 
at times that he is of little worth, sinful, inadequate and deservedly 
unloved. These are not his usual conclusions; but behavior pathol- 
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ogists and clinicians must be prepared to meet the paranoid patient 
on a day when he is unsuccessful in compensating, rationalizing 
and projecting. They must expect also to find the manic or de- 
pressed patient with delusions of persecution, influence, grandeur, 
body (^ange and environmental change that sound like part of a 
paranoid disorder. If it is important to make a differentiation in 
these cases, it must be made on the basis of the relative signifi- 
cance the diagnostician attaches to one or another symptom group. 

In this and the preceding chapter we have given in some detail 
the differential characteristics that distinguish mania and depres- 
sions from schizophrenic disorders, when a distinction can be made. 
Disorganization, as we have defined and illustrated it, is not a 
prominerit feature in the typical manic or depressive illness. Ex- 
treme agitation and extreme elation or self-assertion, like extreme 
anxiety or excitement in normal persons, frequently result in tem- 
porary disorganization. If this disorganization persists after the agi- 
tation, elation or self-assertion have subsided, we say that a schizo- 
phrenic disorder has developed as the outcome of a disorganizing 
episode. If, after the subsidence of the acute disorganization, the 
person is again agitated, elated or self-assertive, but no longer seri- 
ously disorganized, we call his illness what it then is, depression or 
mania. 

Similar diagnostic criteria may be applied in those cases of re- 
tarded depression in which unreactivity reaches a stuporous level. 
Usually depressive unreactivity is followed by ordinary depressive 
retardation and we speak of the entire illness as depression. If, 
however, depressive unreactivity leads to persistent disorganization' 
after the stuporous phase is over, we say that a schizophrenic syn- 
drome has developed. In other words, as we have pointed out be- 
fore, we are dealing neither with rigid disease entities nor with 
rigidly defined constitutional types, but with individuals who, be- 
cause of differences in acquired biosocial behavior organization, 
react differently to equivalent stress. We should therefore not be 
mystified and ourselves grow confused when the occasional patient 
begins in a inanic or depressive attack, and later disorganizes and 
becomes schizophrenic. 

The syndromes of cerebral incompetence, to which we next turn, 
include certain signs and symptoms peculiar to them and absent 
from the behavior disorders. However, as we shall see, mania and 
depression frequently arise in a setting of acute or progressive cere- 
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bral incompetence, and when they do, their significance may be 
missed. On the other hand, manic or depressive attacks may over- 
shadow the signs and symptoms of developing cerebral incompe- 
tence so that the fact of brain damage is not at first recognized. 
And finally, relative cerebral incompetence may coexist with manic 
or depressive disorder, but apparently without influencing its course 
in any significant way. Thus, one of our patients, admitted in his 
eighties because of a manic attack, showed the same cerebral deficit 
reactions upon discharge which were found upon admission; but 
his manic disorder followed a typical course, and cleared up quickly 
with no manic or depressive residuals. 



Behavior Disorders and 


Cerebral Incompetence 


THE BBAiN, like Other organs, is dependent for 
its efficient operation upon the maintenance of physiological equi- 
librium within a relatively narrow range that provides optimal con- 
ditions for its metabolic activities. Anything which seriously dis- 
turbs this equilibrium may reduce cerebral competence to the point 
of impairing biosocial behavior. Among the common sources of 
such disturbance are marked changes in temperature, water bal- 
ance and the concentration of electrolytes in the brain, interference 
with the supply of oxygen and food materials or with the removal 
of waste products, dysfunction of the cardiovascular system, head 
injury, intoxication, brain disease and brain deterioration. 

If the cerebral disequilibration is sudden or extreme, as in acute 
febrile illnesses, overwhelming intoxication or severe brain injury, 
an immediate result may be one of the major clinical syndromes of 
acute cerebral incompetence - delirium, stupor or coma. If, how- 
ever, the disturbance of physiological equilibrium in the brain de- 
velops slowly, there is a greater likelihood that some degree of 
compensatory adaptation will also develop, biosocial as well as bio- 
chemical. The progressive compensatory adaptation to increasing 
cerebral incompetence may abruptly terminate at some phase in 
this development, and the sudden decompensation usually precipi- 
tates acute cerebral incompetence. 

The effectiveness of compensatory adaptation shows considerable 
variation from individual to individual under comparable circum- 
stances, and in the same person under different physiological and 
biosocial steesses. For example, if the dosage of alcohol is held con- 
stant, a given individual will react differently when such condi- 
tions as food and water intake, work, rest, incentive and social 
stimulation are varied. Even if all of these factors are controlled, 
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it is still possible to demonstrate marked individual diflFerences in 
susceptibility to alcoholic intoxication. As we shall see later, there 
is ako wide diversity among different individuals, and in the same 
individual under different conditions, with respect to compensatory 
adaptation to cerebral injury, disease and deterioration. 

Cerebral incompetence often develops gradually and becomes 
progressive without being eitlier preceded or interrupted by an 
acute episode. Thus, a patient whose brain infection has been ar- 
rested after some cortical damage may adjust satisfactorily at a 
level of reduced biosocial complexity in his home or in an institu- 
tion. Senile persons with progressive cerebral incompetence usually 
show a gradual decline in biosocial adequacy. Some of them de- 
cline even to the point of an almost vegetative existence without 
developing an acute disturbance of any consequence. Ultimately 
they may require institutionalization, but only because the home 
environment does not provide the degree of protection and care 
which their incompetence demands. 

A most significant advance in modern behavior pathology has 
been the general recognition that behavior disorders are by no 
means inevitable in progressive cerebral incompetence. Indeed, 
when they do occur, it is nowadays considered imperative to exam- 
ine every case for their biosocial antecedents. For, as we shall see, 
an injury, infection or intoxication of the brain may help precip- 
itate a behavior disorder which then becomes chronic, or grows 
progressively worse, even though meanwhile complete recovery 
from the cellular effects of cerebral damage has apparently been 
effected. Moreover, we know today that anxiety disorder, a manic 
attack, disorganization or an agitated depression may develop, dur- 
ing senile deterioration, for example, and clear up under adequate 
therapy without a corresponding improvement in the senile picture. 

Equally significant is the reahzation that many behavior disor- 
ders which used to be ascribed unhesitatingly to cerebral histo- 
pathology have no such basis. They represent the reactions of sick 
or injured persons to the fact or the consequences of being sick or 
injured, and differ in no fundamental way from reactions to illness 
or accident involving other parts of the body. A person may de- 
velop hypochondriacal overconcern or a fatigue syndrome on the 
basis of a broken head or a broken leg. He may react with anxiety 
or agitation to an attack of dizziness and syncope regardless of 
whether this is incident to cardiac disease or to cerebral arterioscle- 
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rosis. He can develop hysterical inactivation of an arm following 
head injury or following back injury, and the influence of financial 
payments may be similar in both. With these facts as our general 
background, we can now turn to the consideration of cerebral in- 
competence, its relationship to personal and situational stress, and 
its misidentification by the patient who is reacting with a behavior 
disorder to an illness or an accident. 


BIOSOCIAL SYNDROMES OF CEREBRAL INCOMPETENCE 

Cerebral incompetence, as one might expect, yields an almost in- 
finite diversity of signs and svmptoms, whose relative importance 
vanes according to the attitudes and needs of the person studying 
them. For the sake of brevity and clarity, we shall restrict the dis” 
cussion that follows to those signs and symptoms which are of 
common occurrence and of special interest to the behavior pathol- 
ogist. These we shall group into the biosocial syndromes of acute 
cerebral incompetence and progressive cerebral incompetence. 

Acute cerebral Incompetence 

Syndromes of acute cerebral incompetence are characterized by 
gross disorientation, defective retentivity and signs of central ner- 
vous system pathology. The major syndromes of acute cerebral in- 
competence are acute delirium, stupor and cornu, which not infre- 
quently follow one another in that order. Of these, by far the most 
important from the standpoint of the behavior disorders is the acute 
delirium. 

To an observer the delirious patient appears at first restless, irri- 
table and confused. His attention is difficult to get and hold; he 
seems uncertain as to his whereabouts and the identity of persons 
and objects around him; his talk becomes rambling or groping, and 
he misspeaks, slurs and mispronounces words. At night he sleeps 
fitfully and awakens often with a start. He complains of weird and 
terrifying dreams, and of dreamlike hypnagogic hallucinations 
when he shuts his eyes. He begins to show obvious defects in 
recent memory and immediate recall, but his remote memory may 
be relatively little affected. 

As the delirium progresses, the patient appears increasingly con- 
fused and disoriented, misidentifying persons and objects and 
grossly misinterpreting what goes on in his environment. He may 
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develop tremors, particularly noticeable in the fingers, tongue and 
facial muscles, and he may become ataxic, show marked reflex 
changes and sweat profusely. He grows more and more restiess and 
sleepless, haUucinating now with his eyes open, and in the day- 
time as well as at night. Sometimes the patient speaks to those 
around him as if they were other persons with different functions; 
sometimes he seems to be listening to and talking to hallucinated 
individuals in hallucinated settings. Every now and then he may 
attempt to get up and go out in response to imagined demands 
made upon him, or imagined threats directed against him and his 
relatives or his friends. Often he engages in confused, fragmen- 
tary activities resembling his usual occupation or an habitual mode 
of entertainment. When interfered with or restrained, he may re- 
spond with angry or frightened combative behavior which is some- 
times dangerous to himself and others. 

The acute delirious syndrome may last a few hours, or persist for 
days or weeks, and in exceptional cases for many months. It is not 
uncommon for a person in the midst of a delirium to clear up quite 
suddenly for a brief period and then relapse into as great confusion 
as ever. This transient clearing-up is the so-called lucid interval. 
Thus, a patient of ours, in a restless, disoriented, paraphasic dis- 
order, showed great improvement one afternoon and began asking 
for information as to where he was and what had happened to him. 
He conversed connectedly with the nurse and the physician, dis- 
cussed persons and places of mutual interest, described accurately 
a previous visit to another division of the hospital, and appeared to 
understand his present situation. There was some groping for 
words, and there were occasional long silences, but otherwise 
nothing unusual in his behavior. By evening, however, the patient’s, 
talk was becoming less adequate, and by night he was again acutely 
delirious. His illness had followed an arteriosclerotic cerebral acci- 
dent. It ended in partial recovery after four months of delirium; 
but less than a year later death came as the result of a second 
cerebral accident. 

Recovery from acute delirium may be a gradual aflFair with pro- 
gressive improvement in cerebral competence, or it may occur rap- 
idly following a deep sleep, as in many cases of febrile disease. 
If, on the other hand, the acutely incompetent cerebrum grows still 
more incompetent, the patient typically shows a general reduction 
in his reactivity. His restlessness and noisy insomnia give place to 
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drowsiness and torpor, with occasional tossing about; his move- 
ments are slower, more aimless and disjunctive; and his speech is 
fragmentary, incoherent and muttering. He becomes at first diffi- 
cult to arouse and to keep aroused (stupor), and later he may be- 
come impossible to arouse (coma). In the moribund patient deep- 
ening stupor and coma are the usual preludes to death. The patient 
who recovers from a comatose state returns to normal as a rule by 
way of stupor. The stuporous patient, as he improves, sometimes 
passes through a delirious phase on the road to recovery. 

When cerebral incompetence occurs with great suddenness, as 
in cases of head injury, cerebral hemorrhage, blood-loss, massive 
infection or overwhelming intoxication, the comatose state may be 
almost instantaneously induced. Coma occurring under such cir- 
cumstances is popularly called “unconsciousness”; it is, of course, a 
condition of maximal unreactivity short of death. Persons recover- 
ing from abruptly induced coma also may develop a delirious syn- 
drome after first passing through a stuporous phase. For example, 
one of our patients, who had sustained a severe head injury in an 
explosion, spent several days in profound coma. Then, as he im- 
proved, he became reactive enough to be called stuporous, and fol- 
lowed this with a typical delirium lasting several weeks. Marked 
defects in orientation and recall persisted throughout most of the 
delirious period; but the ultimate recovery was complete, with no 
residual deficits that could be detected on clinical examination. 

We may now define acute delirium as a syndrome of acute cere- 
bral incompetence which is characterized by gross disorientation, 
defective recent memory, hallucinations and delusions.^ Because 
of their greater reactivity, delirious patients have always aroused 
the interest of behavior pathologists far more than have the stupor- 
ous and comatose. The most striking and distinctive feature in de- 
lirium is the disorientation. It usually appears early in developing 
cerebral incompetence as a disturbance primarily in the continuity 
of behavior. To the patient, the environment seems unaccountably 
shifting and changeable, objects come and go unexpectedly, and 
people do things that appear inappropriate to other preceding or 


1 The so-called “acute hallucinoses,” which show neither disn nVntflHon nor 
senous memory defects, are not included among deliria. Many of seem 
to be sctoophrenic reactions appearing during and after Intoxication, injury or 
febrile lUneM. See, for ^ple, K. Bowman and E. Jellinek, “Alcoholic mental 
msord^, in E. Jelhnek (editor). Alcohol Addictkm and Chronic Alcoholism 
(New Haven: Yale University Press, 1942), pp. 141-143,. 
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simultaneous activity. To an observer, the patient’s behavior seems 
fragmentary and uncoordinated, it is no longer as predictable as it 
was, and the patient seems unable to keep up with the ordinary 
sequence of events in his surroundings. 

What has happened in delirium, of course, is that the patient 
through cerebral incompetence has become incapable of maintain- 
ing his habitual anticipant and supporting attitudes in the face of 
trivial and distracting stimulation. Consequently, his responses, 
which lack their usual behavior matrix of interlocking attitude, be- 
gin to lose relatedness and temporal continuity. They grow dis- 
crete, incoherent, and therefore unpredictable to the patient as 
well as to others. 

As we saw in Chapter 3, the exclusion of competing, contradic- 
tory and irrelevant responses is essential, not only to die acquisi- 
tion of manual and social skills, but also to the preservation of effec- 
tive biosocial behavior organization. The delirious patient, when 
he loses the ability to exclude, suffers behavior disorganization of 
the kind we have called overincltision. Delirious disorganization, 
however, differs from schizophrenic disorganization, which is also 
overinclusive, chiefly in the presence of gross disorientation and 
defective recent memory, to which we shall again refer later in 
this discussion. Indeed, delirious behavior obviously bears a much 
stronger resemblance to the normal vivid action-dream than it does 
to schizophrenia, in the disorientation, the fragmentary recall and 
the early hallucinatory and delusional developments. 

Normal dreaming, with its disorientation and fragmentary recall, 
its hallucinations and its delusions, is the behavior of a person suf- 
fering from the cerebral incompetence of normal sleep. The same 
holds for well-known occurrences during the hypnagogic phase of 
falling asleep and the hypnopompic phase of awakening. Indeed, 
the normal man who is only half-awakened from a heavy sleep may 
draw the same mistaken conclusions regarding his environment as 
he does when partially intoxicated. He may speak and move in a 
similarly ataxic and disjunctive manner, confuse what he imagines 
with what he sees and hears, and show the same defects in orien- 
tation and recall. We are dealing in both instances with an indi- 
vidual whose relative cerebral incompetence has rendered him in- 
capable of sustained, adequately organized biosocial behavior. 

The hallucinations and delusions of acute delirium develop at 
first imder conditions similar to those of normal dreaming. The 
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patient may complain early of terrifying dreams which are domi- 
nated by disturbing hallucinatory and delusional behavior, such as 
that encountered in any nightmare. However, with inf^re aging cere- 
bral incompetence these disturbing reactions begin to trouble him 
when he is between waking and sleeping, so that he is often afraid 
to close his eyes. Eventually, what the patient imagines while he 
is awake becomes intermingled with the efFects of environmental 
stimulation, and his behavior grows increasingly confused and dis- 
continuous. 

It is well known that the hallucinatory and delusional behavior in 
acute cerebral incompetence is in general of an apprehensive, inse- 
cure and fearful character. This is, of course, only another instance 
of the prevalence of anxiety in human reactions to which we have 
already alluded. In normal as well as delirious persons anxiety 
develops and easily grows acute when the surroundings begin to 
seem strange, undependable or unpredictable. The exceptional 
delirious patient is comforted or entertained by what he seems to 
hear and see. Thus, a Negro patient in a toxic delirium was amused 
and pleased by “aU the little white babies” which appeared to her 
to be sitting around her on the floor. 

The specific fears, suspicions, needs, satisfactions and adjustive 
techniques occurring in delirious hallucinations and delusions be- 
long, naturally, to the specific biosocial personality of the individual 
patient. Sometimes a person in acute delirium is preoccupied 
c^efly with his habitual business or domestic routine (“occupa- 
tional delirium ). Usually the patient’s partially repressed anxi- 
eties, the conflicts and ambitendencies of his recent and remote 
past, appear in disconnected, dreamlike behavior episodes. Occa- 
sionally, as we shall see, these episodes lead to the development of 
frank behavior disorders which may outlast by weeks, months and 
even years the symptoms of cerebral incompetence. The fact that a 
patients habitual occupation and his personal anxieties, conflicts 
and ambitendencies are prominently represented in his delirious 
behavior is, of course, no more surprising than the fact that while 
delirious he speaks his own language and not the unfamiliar tongue 
of someone else. 

The memory deficits characteristic of acute delirium are of com- 
plex origin. There is better recall, as a rule, for remote events t>»an 
for recent ones, a fact that may in part be ascribed to the advan- 
tages of greater practice which lifelong habits usually enjoy. In 
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this rsspect the situation does not difiFer from that in progressive 
cerebr^ incompetence, as we shall see. The poor recall of recent 
events is sometimes also a consequence of the fact that these events 
occurred during the early prodromal phase of the delirium. 

The discontinuity of behavior in deliria, which we have already 
discussed, is also a factor in the memory deficits. Even in a person 
who is not delirious, but only emotionally disturbed, the lack of 
sustained anticipant and supporting attitudes hardly provides opti- 
mal conditions for acquisition, retention and subsequent recall. The 
delirious patient, because of his cerebral incompetence, is distract- 
ible and disoriented, his attention-span is greatly reduced, and he 
has in addition the confusing and usually frightening eftects of his 
delusional and hallucinatory reactions. While he is delirious, his 
behavior is thus too disjunctive and disorganized to permit nomal 
acquisition and immediate recall. After he has recovered, his recall 
of events belonging to the delirium does not fit readily into his 
iiormal behavior organization; it seems weird and unnatural to him 
like many of his normal dreams. 

When the recovered patient tries to remember what occurred 
during his delirium, his recall is always fragmentary or, as it is 
usually called, “patchy.” He can describe parts of delirious epi- 
sodes, separated in time by unequal intervals, and usually bearing 
no discernible logical relationship to one another. This “patchy” 
recall, of course, also links delirium with normal dreaming which 
shows the same characteristic. The most probable explanation in 
both conditions is that fluctuations in brain physiology are mainly 
responsible; the islands of relatively good recall represent periods 
of relatively high cerebral competence which favor acquisition and 
retention. 

Progressive cerebral incompetence 

Syndromes of progressive cerebral incompetence are character- 
ized by decreasing retentivity, diminishing biosocial adaptiveness, 
and increasing signs of cerebral pathology. Progressive cerebral in- 
competence may develop slowly and insidiously, running a course 
of gradual decline over a period of years and sometimes of decades. 
Many cases that begin with a slow and insidious development are 
interrupted by an apoplectiform or epileptiform convulsion, after 
which the symptoms of incompetence are generally more pro- 
nounced and the decline more rapid. Other cases have an abrupt 
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onset with transient confusion, acute delirium or a convulsion, fol- 
lowed by progressive incompetence and usually punctuated by 
convulsive episodes. Temporary remissions of brief duration are 
not unusual; occasionally a remission lasts a few months and rarely 
a few years. 

However, regardless of the character of onset and the occurrence 
of remissions, the course of progressive cerebral incompetence is 
steadily or intermittently downhill. Some patients, before they die, 
reach an almost purely vegetative level of existence, their biosocial 
behavior having been reduced to a few stereotyped responses and 
perhaps a phrase or two, which they may utter entirely out of con- 
text. One of our patients, for example, did nothing but sit and rock 
all day, wetting and soiling herself, and having to be fed, washed, 
dressed and undressed as though she were a baby. No matter what 
was said to her, whether a kind greeting, a threat or an oath, she 
always replied. Yes, darling,” “Why, of course, darling,” or “Cer- 
tainly, darling.” 

In progressive cerebral incompetence there is considerable vari- 
ability in the order of appearance and the prominence of different 
symptoms, as well as in what changes are first notieed and re- 
ported by the patient or his associates. We have already seen, in 
acute delirium, that one of the most important indications of cere- 
bral incompetence is a reduction in retentivity, as measured by im- 
mediate recall and by recall of recent events. In the insidiously 
developing progressive cerebral incompetence, the first observed 
change frequently is increasing forgetfulness. The patient cannot 
remember where he has left or hidden personal belongings, he does 
not recall having met recent acquaintances before, and he forgets 
engagements whether these are recreational or in the line of duty. 
He tends to repeat himself, often telling the same thing over and 
over with the same detail to the same person. He fails to retain 
new things that others tell him, he cannot learn new procedures, 
and he becomes easily confused in a new environment. One of our 
patients, for example, was first recognized as incompetent by his 
family when he could not find his way to the hotel at an unfaTnili ^t 
summer resort. A check-up with his business associates, however, 
revealed that he had been showing poor judgment and inadequate 
recall for at least a year before this vacation incident. 

The loss in recent memory is often equaled or exceeded by a pro- 
gressive loss of those acquired biosocial attitudes which have been 
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chararteristic of the patient, and upon which his interpersonal rela- 
tionships have in the past depended. Thus, an individual with an 
infected, senile or arteriosclerotic cerebrum may seem a changed 
man, at first to his close relatives and intimate friends but eventu- 
ally to everyone. He becomes careless of his dress, appearance and 
deportment, reacts with indifference, anger, joviality or tears to 
situations that would not have elicited these reactions before, and 
shows a degree of instability and unpredictability quite foreign to 
his habitual behavior. 

A previously adequate person may begin to exhibit striking in- 
eptitude in business, social or domestic affairs. He squanders or 
gives away his own properly and that of others, or dissipates his 
earnings by glaringly injudicious spending. One of our patients, 
following a cerebral accident which left him with hemiparesis, at- 
tempted to force his industrial competitor to sell out to him at a 
price far above the market. Only the ethical restraint of the com- 
petitor saved this patient and his whole family from poverty. Some 
persons lose the respect and affection of their friends and relatives 
by becoming entangled in a sexual liaison of an inexplicable char- 
acter, or by committing sex offenses in relation to minors, before 
their cerebral incompetence is realized.® 

The emphasis usually placed upon the inferior, the unethical and 
the anti-social reactions which may appear in progressive cerebral 
incompetence is certainly justified by the possible seriousness of 
their consequences. But the interpretation of these reactions often 
given, that they are signs of moral degeneracy and social atavism, 
has no greater validity in behavior pathology than it has in modern 
criminology. Indeed, an inability to include the probable conse- 
quences and implications of an act as controlling factors in a 
patient’s own behavior is one of the most striking defects in cere- 
bral incompetence, whether of toxic, traumatic, infective, arterio- 
sclerotic or senile origin. A person’s behavior, in other words, may 
still be relatively well-organized with respect to the immediately 
pesent, but grossly defective with respect to past training and 
future probability.* 

®J. Henninger, "The senile sex offender,” Ment. Hyg., 1939, vol. 23, pp. 
436-444. ’ 

3 W. Freeman and J. Watts have pointed this out in the post-operative be- 
havior of patients whose brains have been made relatively incompetent as a 
toerapeutic measure. See their Psychosurgery: Intelligence, Emotion and Social 
Bfhamor Following Prefrontal Lohotomy for Mental Disorders (Sprinefield 
111.: Thomas, 1942), pp. 284-294. ^ ® ’ 
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There can be no doubt that the decline in biosocial adaptiveness, 
characteristic of progressive cerebral incompetence, is in part a 
product of the decreasing retentivity. The efiEect of progressively 
impaired recall is to render the patient less and less able to par- 
ticipate in the life around him, his interest flags with his decreasing 
attention-span and his increasing fatigue, and he may fall back on 
reminiscences because he can no longer keep up with the imme- 
diate sequence of events. However, contrary to popular belief, 
there is no compensatory improvement of remote memory as recent 
memory dwindles. For whenever in progressive cerebral incom- 
petence the recall of remote events can be checked against verified 
facts, gross inaccuracies and generous confabulation are always 
found. Remote memory may at first suffer far less than recent, but 
eventually it also becomes hopelessly inadequate. 

The gradually diminishing effectiveness of recall at first isolates 
^e cerebrally incompetent person by disarticulating him from his 
immediate social environment. As long as his recall of remote 
events is sufficiently preserved, the patient is likely to locate present 
happenings in the remembered daily routine of his younger years. 
If he recognizes that he is not at home or in a familiar place, he 
ma,y seek to account for this by a more or less reasonable confabu- 
lation. The confabulation, as might be expected, is quite charac- 
teristic of a given individual and refers to actual happenings in his 
own past. The details often vary considerably from recital to recital, 
but the theme usually remains quite consistent.^ 

One of our patients, for example, a woman of eighty-three, al- 
ways gave her age as eighteen or nineteen, and when questioned 
as to her whereabouts would say that she was resting awhile before 
going on home. Almost every evening she asked the physician on 
rounds if she could “stay in this hotel tonight,” often adding that 
she had started out too late to reach home before dark. She usually 
l^ented her inability to help her father with the milking that eve- 
ning. However, when asked her father’s age, she frequently re- 
plied, “Oh, he’s been dead many years,” forgetting what she had 
just said about helping him. 

* ITie disart^ation in progressive cerebral incompetence contrasts sharply 
in ongin and development with the disarticulation of schizophrenia. In the 
latter, disorientation and an inability to recall recent events are not deter- 
minante of withdrawal, and the schizophrenic patient shows tendencies neither 
to comabulate nor to fall back on reminiscences. See N. Cameron, "A study 
of thinking in senile deterioration and schizophrenic disorganization ” Amer 
Jour. Psychol, 1938, vol. 51, pp. 650-665. 
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When a patient’s recall of remote as well as recent events grows 
fragmentary, and verbal confabulations no longer fill in the gaps, 
the continuity of his biosocial behavior virtually disappears. Cer- 
tain relatively simple automatized sequences remain, such as walk- 
ing, getting up and down from a chair or a bed, chewing and 
sucking. Otherwise the organized continuity of behavior depends 
upon the organized continuity of immediate environmental stim- 
ulation. If the environment is simplified enough, and the sequence 
of stimulation is planned to initiate and direct the sequence of a 
patients responses, it is possible to maintain an appearance of be- 
havior organization as long as visceral activities continue adequate. 
Of course, such provisions, like those which supply artificial breath- 
ing, are expensive in terms of the behavior of other persons. 

It would be difficult to exaggerate the importance of language 
^^S^^izHtion in the preservation of biosocial behavior adequacy and 
Mntinuity. As we pointed out in Chapter 4, language and think- 
ing together provide everyone who acquires them with a flow of 
almost continuous behavior sequences which are capable of influ- 
encing any human activity. Language behavior and thinking are 
sooner or later involved in progressive cerebral incompetence. In 
the more fortunate case their loss coincides with the general de- 
cline or even lags behind it. In the less fortunate, particularly in 
cases of cerebral arteriosclerosis and general paresis, the machinery 
upon which language behavior depends may be irreparably dam- 
aged at an early stage. The patient is thus severely handicapped 
at the onset by impairment of his symbolic skills. This not only in- 
terferes with interindividual communication, but it also deprives 
the patient himself of the language and thought organization which 
has always been at least in the background of all his biosocial be- 
havior, in private fantasy as well as in public, shared reactions. 

There are many indications of progressive cerebral incompetence 
other than those we have discussed. Some of them are important 
chiefly as clinical signs of brain damage and do not in themselves 
contribute significantly to biosocial behavior pathology. Examples 
of this group are numerous intraocular and extraocular changes, the 
increase, decrease or inequality of tendon reflexes, postural and vis- 
ceral changes and serological reactions. 

Certain other consequences of cerebral incompetence are likely 
to complicate the behavior pathology. Among these may be men- 
tioned the tremors, which frequently interfere with manipulation 
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and speech, numerous forms of incoordination, paralysis and re- 
ceptive disturbances, and increased emotional lability. The last- 
mentioned defect, commonly called etnotional incontinence, varies 
from mere exaggeration and perseveration of the normal emotional 
component of behavior to inappropriate as well as uncontrollable 
laughmg or crying, which to the patient may seem unaccountable. 
Emotional incontinence often resembles superficially the symptoms 
of such behavior disorders as mania, depression or schizophrenia. 


BEHAVIOR DISORDERS IN THE CEREBRALLY INCOMPETENT 

No one needs to be reminded that behavior disorders develop in 
persons who at the time show signs and symptoms of cerebral in- 
competence, as well as in persons who do not. What does merit re- 
emphasis, however, is tliat the mere presence of relative cerebral 
incompetence never justifies the clinician in discussing a behavior 
disorder as sufficiently explained in its terms alone. It is just as 
essential to look for the antecedents of behavior pathology in the 
one case as in the other. Indeed, one not infrequently finds that 
cerebral incompetence, although indubitably present, plays an in- 
significant part in the behavior disorder. Neither in the pattern of 
his reaction, nor in the ease with which he reacts, does the patient 
differ significantly from other patients, who are subjected to equiv- 
alent stresses and strains, but give no evidence of cerebral incom- 
petence. 

^^en the consequences of cerebral incompetence contribute 
significantly to the precipitation of behavior disorders, they may 
do so in one of several ways. In the first place, a person may 
develop pathological self-reactions to behavior resulting from his 
own cerebral incompetence. Thus, during acute delirium the 
patients hallucinatory behavior sometimes arouses such exagger- 
ated anxiety reactions in him that schizophrenic disorganization 
occurs, as we shall see in the section on intoxication. A person with 
progressive cerebral incompetence, who because of this becomes 
involved in socially taboo activities, may react to his behavior with 
self-condemnation and self-reproach that culminate in an agitated 
depression. 

The decrease in the general effectiveness of behavior organiza- 
tion also contributes to the precipitation of behavior disorders in 
acute and progressive cerebral incompetence. Suppose, for ex* 
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ample, that an individual develops cerebral incompetence who for 
decades has been dealing with serious personal conflicts and ambi- 
tendencies — successfully but expensively - through the use of re- 
pression. The reduction in cerebral competence, as we pointed out 
in Chapter 6, is commonly followed by the failure of previously 
adequate repression. The result is that the patient now suffers 
what has been called a return of the repressed, and he reacts with 
heightened anxiety. If this anxiety leads to the development of 
behavior disorder, the particular behavior pathology will naturally 
correspond to the individual’s dominant acquired personality 

Behavior disorders arise in some persons, who have grown cere- 
brally incompetent, because they are unable to recognize and ac- 
cept the fact of their diminished biosocial adequacy. It is this 
inability which leads patients to attempt things they are no longer 
capable of doing and to resist aggressively the restrictive measures 
Aat others take against them. One sees examples of such behavior 
in the irritable, self-assertive excitements of persons with cerebral 
intoxication or infection. However, the problem is socially far more 
important and therapeutically more challenging in the maladapta- 
tions that occi^ among the millions of individuals whose cerebral 
incompetence is slowly progressive. 'The inability to recognize and 
accept one’s own declining adequacy, when that decline is both 
inevitable and slow, is a defect which especially in the ageing per- 
son often culminates in one of the common preventable behavior 
disorders. 

Finally, we have the important and challenging problem pre- 
sented by those persons who develop behavior disorders because, 
even though they recognize and accept the fact of their diminished 
adequacy, they cannot accept their changed social status. They 
cannot adapt to their reduced security and prestige, to the neglect 
and prejudice that others show, or to the restrictions placed upon 
their range of opportunity and consequently also upon their per- 
mitted interests. Of course, the security we speak of is not only a 
matter of money, food and shelter; and the prestige is not simply 
that of sitting always in the place of honor and receiving automatic 
deference. 

Persons whose abilities have declined because of cerebral intox- 
ication, injury, infection or deterioration need also the certainty 
that emotional acceptance and emotional support will be given 
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them whenever they seek it. They need the prestige and the social 
stato that belong to anyone still capable of self -reactions. We are 
prejudiced against and neglect persons with relative cerebral in- 
competence because they are ineflBcient and a social burden, like 
prisoners and the biosocially ill. By so doing, we give them a stand- 
ing invitation to develop behavior disorders which further in- 
capacitate them and make them a still greater social burden. 

In order to illustrate more specifically the precipitation of be- 
havior disorders in persons who are at the time sufFering from rela- 
tive cerebral incompetence, let us select for special consideration 
four common and important clinical groups. Acute intoxication will 
introduce us to behavior disorders in the delirious patient. Head 
injury is representative of the so-called “traumatic” behavior dis- 
orders. We may take general paresis as a cerebral infection whose 
high incidence and grave consequences make it of first-rate medico- 
social importance. Our fourth group, senile and arteriosclerotic 
cerebral degeneration, is certainly one of the commonest examples 
to be found of slowly and undramaticaUy progressive cerebral in- 
competence. 


Behavior disorders in acute intoxication 
The most interesting direct consequence of acute intoxication, 
of course, is the syndrome of acute delirium. There is general 
agreement today that the exact character of the disorientation, the 
delusions and the hallucinations in acute delirium cannot be pre- 
dicted solely on the basis of the toxin implicated. Wolff and Cur- 
ran, for example, made a study of 106 delirious patients whose 
acute cerebral incompetence was ascribed to twenty-seven differ- 
ent etiological agents.® They could find no specific relationship be- 
tween a particular toxin and the character of the biosocial reactions 
in Ae delirium. The behavior of patients having more than one 
delirious episode was characteristic for a given individual, whether 
the etiological agent was the same or different on successive occa- 
sions. Every patient in this series, regardless of the origin of his 
intoxication, believed himself at some time in his illnps s to be the 
victim of persecution or annoyance.® Fear reactions appeared in 

»7 * ^‘7 “Nature of delirium and allied states.” Arch. 

Neurol. Psychlat., 1935, voL 88 , pp. 1175-1215. 

ep. Curr^ reporte a similar finding in bromide intoxication. “A study of 
IM IqT* psychosis," Jour. Nerv. Ment. Dia., 1938, vol. 88 . pp. 
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almost all cases — fourteen patients showed great fear, eighty mod* 
erate fear, and twelve little or no fear; and neither the presence 
nor the degree of these reactions was related to the specific agent. 
Cultural attitudes were reflected in the greater proportion of 
women than men who believed themselves accused of sex promis- 
cuity. 

TTie relative unimportance of the specific character of the toxin 
becomes still clearer when we examine the detailed symptoms in 
delirious behavior. It is obvious, for example, that when bromide 
or alcohol intoxication results in a so-called occupational delirium, 
the occupation attempted will always be one that belongs in the 
acquired biosocial organization of the individual patient. Neither 
bromide nor alcohol will make every delirious man a carpenter and 
every delirious woman a milliner. The disorientation, likewise, is 
on a personal basis just as it is in normal dreaming. The delirious 
seaman in a shore hospital believes himself on shipboard or at the 
waterfront; the delirious farmer behaves as though he were in the 
farmhouse, in the stables or the fields, or at a county fair. Even the 
most confused and weird disorientative reactions are still products 
of the patient s individual past - things seen and heard, read about, 
dreamed and daydreamed — and of his immediately present sur- 
roundings. 

The delusional reactions in acute delirium are also specific for 
the individual patient and not for the toxic agent. As we have 
indicated, even the predominance of anxiety in the delusions is in 
part a reflection of the ease with which almost everyone becomes 
acutely insecure when the environment fails to support his habitual 
anticipant behavior. Excepting for the gross disorientation and 
impaired retentivity, there is nothing about delirious delusions that 
is essentially diflterent from any other delusions. The particular com- 
ponents of his environmental and fantasy stimulation to which a 
patient will respond are to a large extent selected on the basis of 
his acquired reaction-sensitivities, whether his behavior at the 
moment is well or poorly organized. His habitual reaction-sensi- 
tivities will similarly help to determine the characteristics of his 
delirious response and how he will interpret what he does, sees, 
hears and imagines. Indeed, as we shall see, patients who develop 
behavior disorders at one time in a delirious setting, and at another 
time in a non-delirious setting, are apt to show striking similarities 
in their delusional reactions under both conditions. 
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In deliria the haUucinatory behavior, like the delusional reaction, 
is not specifically determined by the properties of the toxic agent. 
Intoxication may induce the hallucinatory activities; but what the 
individual hallucinates will depend upon his acquired reaction- 
sensitivities and his immediate surroundings. In delirium tremens, 
for example, we know that the auditory hallucinations usually take 
the form of voices which threaten, rebuke and accuse the alcoholic 
patient. But threatening, rebuking and accusing voices are com- 
mon in all deliria, regardless of the agent, and common also in the 
hallucinatory behavior of non-delirious patients. 

These voices, of course, are self-reactions which the patient 
ascribes to someone else. They are the voices of self-criticism and 
self-control which, as we pointed out in Chapter 10, are organized 
into a form of role-taking that the public reifies as conscience. 
Their extreme frequency in delirium tremens calls, therefore, not 
so much for a study of the interaction of nerve tissue and alcohol, 
but for a study of the growth and operation of self-reactions in 
social role-taking, and of the relationship between anxiety and 
projection. 

Hallucinatory behavior in delirium is a popular subject for 
humorous treatment, with the result that there is a great deal of 
folklore about it which is not supported by actual observation of 
the sick person. The visual hallucinations in delirium tremens, for 
example, are popularly supposed to include pink elephants, rodents, 
green monkeys and spotted giraffes. A study of 113 delirium tre- 
mens patients, however, disclosed only one case reporting a pink 
elephant and one reporting rodents. The commonest hallucinated 
animals were dogs, insects and snakes, all three of which are re- 
garded by normal persons as potential threats in ordinary life.'^ 
The influence of the immediate environment is obvious in the prev- 
alence of hallucinated fish and lobsters in the behavior of delirium 
tremens patients who are being treated by continuous tub hydro- 
therapy.® 

What is true of the symptoms in acute delirium is true also of 
the behavior disorders that sometimes develop during or following 

TJ. Dynes, “Survey of alcoholic patients admitted to the Boston Psycho- 
pathic Hospital in 1937,” New Eng. Med. Jour., 1939, vol. 220, pp. 19^203 
8 0. Bumke and F. Kant, “Rausch und Genussgifte: Giftsuchen,” in 6. 
Bumke and O. Foerster, Handbuch der Neurologie (Berlin: Springer, 1936), 
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a delirious episode. The particular behavior pathology of the dis- 
order will be determined chiefly by the acquired biosocial organ- 
ization of the patient, not by the specific pharmacological prop- 
erties of the toxic agent inducing acute cerebral incompetence. 
The important factors in the situation are the particular adjustive 
techniques upon which the individual habitually relies, his own 
selective reaction-sensitivities, his ambitendencies and the nature 
of his personal conflicts. 

It is a well-known fact that schizophrenic disorders may be pre- 
cipitated in acute deliria resulting from intoxication,® infection, 
high fever and debilitating disease. Levin has recently reported 
thirteen cases of schizophrenia developing in persons who at the 
time were taking bromide, and who had not previously shown schiz- 
ophrenic symptoms. Of these patients, two were severely disori- 
ented on admission, seven were seriously disoriented for time but 
only occasionally for place and person, while four showed fleeting 
disorientation for time alone. When the patients were admitted, the 
serum bromide concentration ranged from 50 to 357 mg per cent. 
The duration of the schizophrenic disorder after discontinuance of 
bromide was usually brief. In ten of the cases, it varied from four 
days to seven and one-half weeks, and in the remaining three cases 
the duration was five, ten and twelve months.^® 

The most impressive evidence we have of the non-specific effect 
of toxic agents comes from those cases in which the same behavior 
disorders occur in both delirious and non-delirious settings. Among 
Wolff and Curran s patients, for example, two are reported who had 
developed and recovered from behavior disorders prior to their 
acute intoxication. In each, the behavior pathology appearing in 
delirium showed the characteristics of the earlier illnesses which 
were precipitated by determinants other than acute delirium. Two 
of our cases illustrate the same point. One developed a manic attack 
in a bromide delirium and later exhibited the same behavior pathol- 
ogy in a setting of severe marital discord uncomplicated by intox- 
ication. The other suffered a manic attack during litigation that 
threatened her economic security, and thirty years later, when she 


^For a discussion of alcoholism in relation to schizophrenia, mania and 
depressions see K. Bowman and E. Jellinek, “AlcohoUc mental disorders,” in 
E. Jellmek (editor). Alcohol Addiction and Chronic Alcoholism (New Haven: 
Yale University Press, 1942), pp. 81-169. 

1®M. Levin, Transitory schizophrenias produced by bromide intoxication,” 
Amer, Jour, Psychiat,, 1946, vol. 103, pp. 229-237. 
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became disoriented following an operation and the use of sedatives, 

she again became manic. 

The first patient, a married woman of thirty, was admitted to a 
psychiatric hospital in an acute delirium, grossly disoriented, and 
with impaired retentivity for remote as well as recent events. She 
was obviously frightened at the time; and she told retrospectively 
of delusional fears that she would be poisoned, and of dreamlike 
visual and auditory hallucinations. Two weeks before her admission 
she had undergone an operation for uterine suspension at another 
hospital. She had been apprehensive before the operation, and on 
the first post-operative day showed such marked anxiety that she 
was placed on one-sixth grain of morphine six times a day. Instead 
of quieting her, this procedure alarmed the patient further. She 
thought she heard the attending surgeon say that she had taken a 
turn for the worse, and she spoke to her relatives of dying. 

On the fourth post-operative day the morphine was discontinued 
and bromide sedation substituted. The patient, however, remained 
acutely apprehensive and as time went on grew increasingly irri- 
table, complaining of unkind treatment, odors and the noise of 
slamming doors. On the fourteenth day she said that she was grow- 
ing numb and cold, that things seemed mixed up and the nurses 
were against her. She began refusing food and fluids and she be- 
came resistive and combative when they were forced upon her. 
Unfortunately, there was no psychiatrist on the staff and no place 
in the hospital where a frightened, confused person could be given 
the necessary freedom of action without becoming a serious hazard. 
Consequently, the nurses felt obliged to fasten the patient to her 
bed with cuffs and tie her legs down. Within a few days she was 
in full delirium, although she was no longer taking bromide medi- 
cation. A psychiatric consultation was called for and the patient 
was admitted to the psychiatric hospital in a severely deh)^rated 
condition and with a bright red rash on her back, thighs and but- 
tocks. Rectal tem^rature on admission was 102° and the pulse was 
120. Serum bromide concentration was only 125 mg per cent, pre- 
sumably because the patient had taken no medication for several 
days. 

On the psychiatric ward, once hydration had been effected and 
chloride therapy begun, restraint was of course unnecessary. The 
patient was free to move about her room as she wished and, after 
a few days, about the ward also. She remained fearful, co^used 
and easily stirred to resentment, however, for about ten days. While 
she was still showing considerable fear, her talk began to grow 
coherent, and then rhyming, punning, swearing and some topical 
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flight became obvious. She appeared distractible, aggressively ovct- 
active, overtalkative and erotic. This manic behavior persisted for 
about three weeks after the delirious symptoms had 
and the patient was discharged as recovered a month later. Three 
years after her discharge, this patient was readmitted in a manic 
attack which closely resembled the first one, not only in the general 
behavior, but in most of the specific details. However, this time 
there ^ were no delirious reactions whatever, and the precipitating 
situation was one of severe marital discord. Under planned psychi- 
atric therapy she recovered after five months of illness. 

Our other patient was a widow of sixty-five. She developed an 
acute delirium on the ophthalmological service, following an oper- 
ation for cataract. The delirium began with disorientation which 
was most obvious at night, and was soon accompanied by visual 
and auditory hallucinations and poor retentivity. As time went on, 
she grew progressively noisier, talked loudly, sang and occasionally 
shouted. Her speech became exceedingly vulgar and profane; she 
rhymed, punned and showed some topical flight. When sedatives 
no longer seemed to quiet the patient, a psychiatrist was called in 
and transfer to the psychiatric service was arranged. 

On the psychiatric ward the patient’s behavior was typically 
manic except for the fact that at night she hallucinated, was dis- 
oriented and, if she was interfered with or restrained, she developed 
fearful delusions and misidentifications. The manic excitement sub- 
sided with the disappearance of the acute cerebral incompetence, 
although at a slower rate. There was no clinical evidence to justily 
a diagnosis of cerebral arteriosclerosis or of senile deterioration. The 
important point is that thirty years earlier this woman had devel- 
oped a manic attack with closely similar behavior. The precipitat- 
ing factor at the time was a lawsuit, following by two years the 
death of her husband. The aim of this suit was to deprive her of a 
large inheritance by proving that her husband had been secretly 
married to another woman before marrying the patient, and that 
this prior alleged marriage had never been dissolved. The be- 
havior disorder developed out of the patient’s reaction to a situation 
which constituted a serious threat, both to her economic security 
and her social status. She recovered from both illnesses. 

Behavior disorders in head injury 

Head injury does not necessarily mean brain injury. But when it 
does, and the immediately resulting cerebral incompetence is ex- 
treme, the patient may go quickly into coma or stupor. If the 
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One of the most carefully designed clinical investigations of be- 
havior pathology in the contemporary literature is that of Ruesch, 
Harris and Bowman.^® They divided their cases into two maiii 
groups. In one group they placed 125 head injury patients with 
late post-traumatic syndromes. Fifty-eight of these showed signs 
of brain damage while the remaining sixty-seven showed none. In 
the other group were 140 control cases. Seventy of these patients 
were suffering from acute head injuries, thirty from brain disease 
not related to head injury, and forty from minor behavior disorders 
(one atopic dermatitis, two mucous colitis, two periodic alcohol ad- 
diction, and the rest hypochondria, hysteria or reactive depression). 

The results of this study may be summarized for our purposes as 
follows. In the acute head injury cases the complaints were related 
to Ae clinical signs and, accordingly, patients with evidence of 
brain damage had more complaints than those without. However, 
in the late post-traumatic cases the patients with severe injuries had 
few complaints, while those with mild injuries had many. More- 
over, the number of complaints tended to increase, and to grow 
more diffuse in character, the longer a post-traumatic syndrome 
lasted; whereas in a majority of control patients recovering post- 
operatively (brain tumor cases, lobectomies and subdural hema- 
tomas), the symptoms progressively decreased with time. With 
the exception of the acute head injury cases, there were no substan- 
tial differences in number or type of complaints between head 
injuiy groups and the control groups. Even headache was not 
specific for the head injury cases, and was found more frequently 
in patients without neurological signs than in those with signs. The 
last-mentioned finding agrees with an observation made by Ander- 
son, that in his series all patients without the complaint of head- 
ache showed neurological sequelae of head injury, and with one by 
Schaller that complaint of headache occurred in ninety-seven out 
of one hundred neurotic patients, but in only twenty-three out of 
one hundred “post-concussion” patients. 

R. Harris and K. Bowman, “Pre- and post-traumatic person- 
^ty m head injuries,” in Trauma of the Central Nervous System (Baltimore: 
Wilhams and Wilkins, Res. Publ. Assn. Res. Nerv. Ment. Dis.), 1945, vol. 24. pp. 
OT7-5^; T. Ruesch and K. Bowman, “Prolonged post-traumatic syndromes 
toUowm^head injury, Amer. Jour. Psychiat., 1945, vol. 102, pp. 145-163- L 
Ruesch, Psychophysiological relations in cases with head injuries,” Psychosom. 
Med., 1945, vol. 7, pp. 158-165. ^ 

« S; “Chronic head cases,” Lancet, 1942, vol. 243, pp. 1-4. 

injury,” Jour. Amer. Med. Assn., 1939, 
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Ruesch, Harris and Bowman further substantiated a report by 
Aubrey Lewis that no essential distinction can be mafip between 
the behavior pathology in dironic head injiuy cases and that in 
ordinary neuroses.i» They could find only a few patients in their 
late post-traumatic group without neurological signs who showed 
personality changes that could actually be ascribed to the head 
injury. The majority had had difBculties in interpersonal relation- 
sWps before their accident.^* Many seemed to have been chronically 
dissatisfied and unhappy. Others managed to gain through their 
symptoms what they had not been able to achieve beforej prolonga- 
tion of the complaints in these patients can best be interpreted as 
an adjustive technique which reduces the tensions of need or 
anxiety. 

In most of the chronic cases without neurological signs, it was 
possible to establish a relationship between personal problems and 
prolonged post-traumatic syndromes. Three varieties of relation- 
ship were distinguished. In one group, the patients had evidently 
lived in fear of losing support and of economic disaster; the trauma 
was accepted by them as a realization of the long-awaited catas- 
trophe. In another group, the head trauma coincided with biosocial 
traumata, such as divorce or loss of a loved person; the patient 
blamed his inability to adapt and the symptoms of his maladapta- 
tion upon the head injury. In a third group, smaller than the other 
two, the patients apparently sought the accident as an escape from 
intolerable anxiety or guilty conflict. The authors conclude that the 
factors of injury and brain damage seem of secondary importance. 
It is primarily the pre-traumatic biosocial organization of the indi- 
vidual patient that determines the post-traumatic adaptation. 


Behavior disorders in general paresis 
General paresis is a syphilitic meningoencephalitis in which the 
inflammatory-degenerative process affects with greatest intensity 
the cerebral cortex of the frontal and parietal regions. The serology 
during life and the tissue pathology afterwards are pathognomonic. 
The behavioral changes, however, are not specific, but correspond 
to those which we have earlier described as progressive cerebral 


W A. Lewis, “IMscussion and differential diagnosis and treatment of post- 
contiMonal states, Proc. Royal Soc. Med., 1942, vol. 35, pp. 607-614. 

, Pretraumatic personality and psychiatric sequelae of 

head injury. Arch. Neur. Psychiat., 1946, yol. 56, pp. 245-275. 
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incompetence. Certain signs and symptoms, although by no mwang 
peculiar to general paresis, occur in it with great frequency. These 
are the pupillary changes, the tremors, the slow, slurred speech and 
tremulous or illegible writing, the muscular weakness, the convul- 
sive seizures and the often transient attacks of paralysis. In un- 
treated cases the course is unmistakably downhill and relatively 
rapid, death coming as a rule in two or three years. Remissions of 
varying length are not unusual.21 

In a large percentage of paretic cases the decline in biosocial 
adequacy is uneventful, following one course or another of pro- 
gressive cerebral incompetence. Sometimes there is an episode of 
non-specific excitement, such as one sees in other encephalitides, 
which may be attributed to an exacerbation of the inflammatory 
process. During such episodes the paretic can become a dangerous 
and even homicidal individual. 

However, to the behavior pathologist the most impressive thing 
about general paresis is the high incidence of behavior disorders in 
If* There is no other encephalitis, with the possible exception of 
epidemic encephalitis, that is so frequently a determining factor in 
the development of outspoken hypochondria, fatigue syndromes, 
anxiety disorders, mania, depression, paranoid disorders and schiz- 
ophrenia. Indeed, considerable evidence has been accumulating in 
recent years to indicate that when the paretic patient develops a 
behavior disorder, his behavior pathology will be determined, as 
Grinker puts it, “by his premorbid personality structure and' its 
underlying emotional trends and conflicts.” 

The older classical descriptions of general paresis as typically an 
elated, expansive excitement have not been substantiated by mod- 
em studies. They go back to a period in psychiatry when the sero- 
logical identification of syphilitic meningoencephalitis had not been 
perfected. As a matter of fact, when the Wassermann test was intro- 
duced, it was found necessary to reclassify a great many patients 
as manics who had previously been treated as paretics and a great 
many as paretics who had been treated as manics.^® 


changes and neurological signs in general paresis 
3d edition (Springfield, 111.: Thomas, 1943), pp! 
^^913; I. Wechsler, Textbook of Clinical Neurology, 4th edition (PhSa- 
delphia; Saunders, 1939), pp. 463-474. 

Neurology, 3d edition (Springfield, HI.; Thomas, 1943), p. 


28 The incidence of manic syndromes is given by E. Strecker and F. Ebaugh 

Clinical Psychiatry, 5th edition 

(Philadelphia: Blakiston, 1940), p. 131. ^ 
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Unfortunately, this diagnostic reform, while it clarified the noso- 
logical position of paresis, threw behavior pathologists into greater 
confusion than ever. For it now became evident that patients with 
symptoms of behavior disorder might or might not have paresis. 
Those persons — more numerous and vocable early in the century 
than today -who believed there could be no behavior disorder 
without a corresponding neural lesion were greatly strengthened in 
their faith. The others, thrown more than ever on the defensive, 
sought to differentiate paretic excitements and depressions from the 
non-paretic on the basis of differences in behavior pathology as well 
as in serology. 

What both groups missed was the now well-established fact that 
general paresis, like any other syndrome of cerebral incompetence, 
may be one of the determinants precipitating a behavior disorder. 
The behavior disorder developing in the cerebrally incompetent 
person, as we have already said, differs from that developing in a 
cerebrally competent person only insofar as the direct effects of 
cerebral intoxication, injury, infection or deterioration enter into the 
clinical picture. Schube clearly indicated the modem trend thirteen 
years ago when, after presenting his clinical evidence, he con- 
cluded, The type of psychosis or psychoneurosis exhibited [by the 
paretic patient] is that which the individual would have developed 
at that time provided syphilis was absent and any other adequate 
precipitating factor was present.” 2^ 

As a mle the early development of general paresis is insidious 
and slowly progressive. The first changes to be noticed, by relatives 
or by the patient himself, are usually the behavioral indications of 
reduced cerebral competence or the symptoms of behavior disorder. 
In a great many of these cases, as Wechsler indicates, the patients 
complaints are recognized by the clinician as constituting hypo- 
chondriacal overconcern, fatigue syndrome or anxiety disorder.^® 
Such a diagnosis may be correct, but it is incomplete, like the diag- 
nosis of compulsive disorder, for example, in a person who is also 
suffering from myocarditis. With acceleration and ingravescence of 
the inflammatory-degenerative encephalitis, the patient may react 
to his increasing inadequacies, or in terms of them, with a radier 

Schube, ‘Emotional states of general paresis,” Amer. Jour, Psuchiat., 
1934, vol. 91, pp. 625-638. 

I. Wechsler, Textbook of Clinical Neurology, 4th edition (Philadelphia: 
Saunders, 1939), p. 470. ^ 
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typical depressive, manic, schizophrenic or paranoid disorder. Thus, 
in hospitalized paretic patients under treatment the inririppce of 
neurotic disorders has been estimated at about 6 per cent, of Tnar>i> 
and depressive illnesses at 40 to 60 per cent, of schizophrenic dis- 
orders at 16 to 19 per cent, and of paranoid disorders at 9 per 
cent.*® 

Among those patients whose syphilitic meningoencephalitis is 
arrested or cured may be found some in whom a behavior disorder 
outlasts the general paresis. This, of course, is exactly what we 
should expect in view of the findings reported for acute cerebral 
incompetence, for example in bromide intoxication, and for late 
post-traumatic syndromes following head injury. Rothschild and 
Sharp describe cases of manic and of schizophrenic disorders, ap- 
parently precipitated under the conditions of cerebral incompe- 
tence in paresis, which failed to clear up for years after all the 
serological, neurological and behavioral evidence of an inflamma- 
tory-degenerative cerebral disease had completely disappeared.®^ 

In our discussion of acute intoxication we cited cases in which 
the patient, years after or years before the toxic illness, developed 
a behavior disorder which closely resembled that which compli- 
cated his acute delirium. Again we find a parallel in cerebral in- 
fection. Postle has reported four cases of general paresis in patients 
with a history of previous behavior disorders, three diagnosed 
manic-depressive and one schizophrenic. In each case the behavior 
pathology appearing during paretic meningoencephalitis was iden- 
tical with that of the previous attacks. One patient, after making 
a complete recovery from both his paresis and his behavior dis- 
order, had two later episodes without paresis in which the be- 
havior pathology was identical with that appearing when he was 
suffering from paresis; it was identical also with the episode oc- 
curring prior to his paretic illness.^® 


Emotional states of general paresis,” Amer. Jour, Psychiat., 

p “Clinical data on general paresis,” 

Psychiat. Quart., 1935, vol. 9, pp. 467-485. ^ 

27 D. Rothschild, "Dementia paralytica accompanied by manic-depressive 
and schizophrenic psychoses: the significance of their co-existence,’^ Amer. 
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The relationship between the preparetic biosocial organization 
of a person and the particular behavior disorder he develops is 
widely recognized by contemporary behavior pathologists. Indeed, 
Woolley states that, if the preparetic personality of the patient were 
studied thoroughly before his illness, it would be possible to predict 
from this the trend of his behavior pathology when he became 
paretic. He points out that schizoid persons developing paresis 
react characteristically to the effects of their cerebral damage, and 
after recovery from the meningoencephalitis may show an “undis- 
torted” schizophrenic reaction.29 Greenhill and Yorshis have pre- 
sented important evidence in support of their thesis that the pre- 
paretic personality adjustment may determine, not only a patients 
specific behavior disorder, but also the course of his paretic illness 
and even its outcome. The cases in their series were all aggres- 
sively treated for their meningoencephalitis.®® 

We may cite two of our own cases that illustrate the influence of 
preparetic biosocial adjustment upon the character of behavior 
disorder. 


One patient, a married job-carpenter of forty-one, was admitted 
to a psychiatric hospital because of homicidal threats made by him 
against his competitors. According to his wife, he had always been 
a jealous, insecure, suspicious man. Two months before admission 
he had seemed irritable, moody and fatigued. About three weeks 
before admission he told his wife that his competitors were stealing 
his tools and putting inferior ones in their place. When after a 
search the tools he called stolen were found, the patient insisted 
that the thieves had surreptitiously returned them to make a fool 
of him. The wife asserted that this behavior was not in the least 
out of character for the patient. However, when he made serious 
threats against the alleged thieves and persecutors, arrangements 
were made to bring the patient to the hospital for help. There he 
showed mUd defects in recent memory, tremors and sluggish pupils. 
The cerebrospinal fluid report gave a typical paretic curve. Under 
malarial therapy his serology cleared and he was able to return to 
work, still, however, suspicious. 

Another patient lived in a small West Virginian city where, be- 
cause of his minority status, his work was confined to menial serv- 


Urd. 


29 L. Woolley, "Personality factors in the psychoses of general paresis 
Cutan, Rev,, 1945, vol. 49, pp. 3-6. ^ 

80 M, Greenhill and M. Yorshis, "Prognostic criteria in dementia paralvtica' 
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ices. Those who knew him well considered him a model citizen — 
frugal, honest, hard-working, and, within the social limitations 
placed upon him, laudably enterprising and ambitious. The first 
change noticed by relatives had its beginnings about two years 
before hospitalization. The patient grew increasingly irritable and 
intolerant within the family group. As time went on, he developed 
angry outbursts which seemed to be provoked more and more easily. 

About a month before his admission to the hospital, the patient 
showed extreme irritability and the rapid development of obviously 
pathological signs. He became seriously forgetful and undepend- 
able in his work, surly and resentful when rebuked, and at home 
violently angry over the most trivial things. He grew increasingly 
restless, talkative and excitable until finally he could no longer be 
made to work, eat or sleep as he formerly had. He was full of 
grandiose schemes and of boasts about his abilities, achievements 
and possessions. When humored, he could be led, but when con- 
tradicted or interfered with, he became explosively angry and began 
threatening members of his family. These were the conditions that 
resulted in his hospitalization. 

On examination the patient was found to have sluixed speech, 
tremors of the fingers, eyelids, facial muscles, lips and tongue. His 
pupils were fixed to light, but reacted slightly upon accommoda- 
tion; cerebrospinal fluid gave a typical paretic curve. Excepting for 
impaired recall for recent events and the other signs of relative 
cerebral incompetence, the clinical picture was essentially that of a 
manic attack developing as a reaction to the effects of meningoence- 
phalitis. The patient was overactive, tense, jovial, aggressive and 
expansive. His talk was exceedingly voluble and discursive, and full 
of thinly disguised resentment over his lifelong minority status and 
of his determination to show that he was as good as anybody else. 
The delusions of grandeur he expressed were consonant with manic 
excitement in a person of his background. His course was gradually 
downgrade and showed progressive cerebral incompetence from 
which he did not recover. 

Behavior disorders in senile and arteriosclerotic cerebral degeneration 
Senile cerebral degeneration is characterized primarily by shrink- 
age of the brain tissue as a whole, formation of plaques in the in- 
tercellular substance, regressive changes in and disappearance of 
nerve cells, and compensatory glial proliferation. According to 
Rothschild, the anterior frontal regions are as a rule the most 
severely affected and the occipital regions the least severely. The 
upper layers of the cortex show the greatest damage, partic ular ly 



BEHAVIOR DISORDERS AND CEREBRAL INCOMPETENCE 569 

the third lamina, but usually the cortical architecture is relatively 
well preserved. About one-half the cases of senile cerebral degen- 
eration are complicated by changes based on vascular disease, but, 
unlike the situation in cerebral arteriosclerosis, these lesions in 
most instances play a relatively minor part in the total histo- 
pathological picture.®^ 

Arteriosclerotic cerebral degeneration is characterized primarily 
by vascular changes and scattered focal lesions consisting of more 
or less complete destruction of brain tissue, within each circum- 
scribed area. of softening, and of acellular “devastated” areas from 
which the nerve cells have completely disappeared, without dissolu- 
tion of other brain tissue and without marked glial proliferation. 
The cerebral structure surrounding the focal lesions is relatively 
well preserved. Unlike the situation in typical senile cerebral de- 
generation, the basal nuclei in arteriosclerotic cases are the most 
severely affected parts of the brain, and the most seriously dam- 
aged cortical regions are usually the parieto- and temporo-occipital. 
About one-half the cases of arteriosclerotic cerebral degeneration 
are complicated by senile changes; but in most of these the changes 
constitute a minor characteristic of the total histopathological pic- 
ture. 

The behavioral changes in senile and arteriosclerotic cerebral 
degeneration are by no means specific; they correspond to the 
changes that we have already characterized as progressive cerebral 
incompetence. If acute delirium develops, as it does more frequent- 
ly in arteriosclerotic patients than in senile, the delirious phenom- 
ena are not essentially different from those in other cases of acute 
cerebral incompetence. Where it is possible to make a behavioral 
distinction between the senile and the arteriosclerotic illness, the 
differences will be found chiefiy in the type of onset, the gradual 
or episodic character of the course, and the relative prominence 
of environmental stress and of cerebral accident in precipitating 
behavior disorders. 

In the relatively uncomplicated case of senile cerebral degener- 
ation, the onset is often so gradual and insidious that the develop- 
ment of progressive cerebral incompetence is not recognized until 

®i This and succeeding paragraphs on the distinctions between senile and 
artenoscieroHc cerebral degeneration follow the presentation of D. Rothschild 
hemle psychoses and psychoses with cerebral arteriosclerosis,” in O. Kaplan 
(editor). Mental Disorders in Later Life (Stanford University, Calif.: Stanford 
University Press, 1945), pp. 233-279. 
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some particularly ineffectual performance in a specific situation 
calls attention to the change. The patient mentioned earlier in the 
^pter, who could not find his way back to the unfamiliar hotel, 
illustrates such an onset. The predominantly arteriosclerotic patient, 
on the other hand, is more likely to suffer a sudden confusional 
episode, syncope, an apoplectiform or an epileptiform attack as his 
first serious sign. We cited such a case in the patient who almost 
ruined himself financially by an injudicious business deal after his 
cerebral accident. 

The course in both senile and arteriosclerotic cerebral degener- 
ation is downgrade, but the latter much more often than the 
former includes episodes of unpredictable remission and sudden 
ingravescence. Confusional, syncopal and convulsive attacks may 
occur in both forms, but in the senile they are uncommon and when 
they do occur, it is usually late in the degenerative process. If de- 
lirium appears in senile degeneration, it as a rule becomes chronic 
and is rarely interrupted by the lucid intervals frequently encoun- 
tered in arteriosclerotic cases. 

When behavior disorders develop in persons who suffer from 
senile or arteriosclerotic cerebral degeneration, they exhibit the 
sanie diversity as do those developing in persons with undamaged 
brains. There is one important difference between the problem 
presented to the patient by senile and by arteriosclerotic degenera- 
tion. The typical senile patient is called upon to adapt more or less 
gradually to a slow, steady decline in biosocial adequacy, whereas 
the typical arteriosclerotic must adjust to sudden loss and partial 
recovery, followed by further losses and remissions. Otherwise the 
situations confronting the two groups are more alike than dissim- 
ilar; and, as we have said, about one-half of each group is made 
up of cases having characteristics of the other group.32 Therefore, 
in the interest of simplicity, we shall restrict most of the discussion 
that follows to behavior disorders complicating senile cerebral de- 
generation, and we shall regard the arteriosclerotic cases as recog- 
nizable variants with special liabilities of their own. 

It is no more inevitable, of course, that behavior disorders should 
arise in these than in any other forms of cerebral degeneration. 
However, as we said in our discussion of general paresis, behavior 
disorders are common developments in cases of progressive cerebral 

82 It should be noted tlwt, according to Rothschild, the age of onset is too 
variable to serve as a distinguishing criterion between the two groups. 
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incompetence, and this statement applies with special force to 
senile behavior deterioration. If the environment is favorable, and 
the ageing individual is especially adaptable, his biosocial behavior 
organization may deteriorate to an almost vegetative level without 
the appearance of serious personal maladjustment. But if ag eing 
means a reduction in security and a loss of status, as in our society 
it nearly always does, the only persons likely to escape behavior 
disorder are those who have been exceptionally adaptable in earlier 
maturity, and those whose cerebral incompetence has made them 
incapable of normal human anxieties or needs. 

The average senile or late senescent individual, as his biosocial 
adequacy declines, does not find that his general conditions of life 
improve or that they provide new rewards to replace the old re- 
wards denied him. On the contrary, for the vast majority of ageing 
men and women, increasing years bring only increasing handicaps 
— biological, personal, social and economic. To these burdens must 
be added also the consequences of unwise and impulsive reactions, 
the revival of old conflicts and old ambitendencies, and the return 
of the repressed, which we have already discussed in relation to 
cerebral incompetence. If we take into consideration the variability 
of these diflFerent factors and the interdependence of their effects, 
we shall not be surprised to find that neither the severity nor even 
the fact of behavior disorder in elderly persons need be related to 
the extent of cerebral damage.^® 

The investigation of behavior disorders occurring in senility has 
been hampered by the same misunderstandings which, as we have 
seen, once misled students of general paresis. For it was customary 
not so long ago to interpret all maladaptive biosocial behavior in 
old age at once as the inescapable effect of cerebral decay. No dis- 
tinctions were recognized between the signs of progressive cerebral 
incompetence and the patient’s reactions to his decreasing ade- 
quacy, security and prestige. Today, however, we find that even 
the standard and necessarily conservative textbooks accept such 
distinctions. Henderson and Gillespie, for example, state that when 
paranoid or depressive disorders occur in the senile period, they 
differ from those occurring earlier in life only insofar as the direct 


® *scussion of this point, with bibliography, see D. Rothschild, 
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effects of cerebral incompetence enter into the nliniral picture.** 
Indeed, we might paraphrase Schubes pronouncement on general 
paresis ** and say that, if a behavior disorder appears in a setting 
of senile cerebral incompetence, it is likely to be one that would 
have developed at that time if cerebral incompetence had been ab- 
sent and any other adequate precipitating factor present. 

It is especially interesting that among senile patients in psychi- 
atric hospitals cases of paranoid disorder and depressions far out- 
number those of schizophrenic disorder and mania, and that the 
incidence of paranoid disorders has been estimated as approxi- 
mately double the incidence of depressions.*® The rarity of schizo- 
phrenia in senility could be predicted from the relationship be- 
tween maturity and biosocial behavior organization which we dis- 
cussed in Chapters 14 and 15. The relatively high incidence of 
paranoid disorders may in part reflect the greater difficulty that 
relatives find in tolerating an aggressive, accusing delusional senile 
than a sad, self-reproachful one. However, it may also reflect a 
corresponding difference in the senile population as a whole. We 
know, for example, that at any age the serious impairment of 
hearing or sight, even more than complete deafness or blindness, 
frequently gives rise to anxiety and suspicion; and senility is the 
period of life in which such losses are most frequent. Moreover, in 
our society it is customary to belittle and restrict the aged, to deny 
them freedom of action and opportunity whether they need that 
freedom or not, and to meet their protest and resentment with 
evasiveness or further aggression. These are, of course, optimal 
conditions for the development of paranoid reactions. 

Meager as our data are for paranoid disorders, mania, depres- 
sions and schizophrenia in persons undergoing senile behavior 
deterioration, the data relating to hypochondria, fatigue syndromes, 
anxiety disorders, compulsions and hysteria are scantier still. The 
aged patient is seldom hospitalized for these latter disorders; but 
when his progressive cerebral incompetence seems to justify or 
necessitate it, then he is institutionalized. By that time the senile 
behavior deterioration usually overshadows any symptoms of be- 
havior disorder present, and these are as a rule overlooked or mis- 


3* p. Henderson and R. Gillespie, Textbook of Psychiatry for Students and 
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identified as incidental signs of brain degeneration. We are in 
^eat need of out-patient department and office consultation studies 
that make a clear distinction between senile persons who show 
signs of progressive cerebral incompetence and those who do not. 
The information available so far makes no such distinction. 

What evidence we have seems to indicate a high incidence for 
hypochondria, fatigue syndromes and anxiety disorders in senility 
Frank compulsive disorders appear to be less commonly encoun- 
tered in this age period, while hysterical inactivation and autonomy 
are relatively rare.**® The prevalence of hypochondriacal disorders 
and fatigue syndromes is not difficult to understand. In the first 
place, the elderly have neither the strength nor the endurance of 
the young and their visceral performance is often less effective and 
more easily disturbed than it was earlier in life. Particularly in the 
gastrointestinal system, and to a lesser degree in the cardiovascular 
and genito-urinary systems, disturbances appear which, although 
not in themselves a threat to continued health and life, are reacted 
to as if they were. Symptoms of gastrointestinal dysfunction are 
common secondary results of deficiencies and diseases in other sys- 
tems, of general malnutrition, or of overexertion and lack of ade- 
quate sleep; and all of these conditions appear more frequently in 
old age than in youth.®* 

Once middle age is reached, the older a person grows the more 
familiar he becomes with the incursions of illness and death among 
his associates, and the more likely he is to have been ill himself and 
to have undergone surgery. The accumulation of such incidents may 
render an individual reaction-sensitive to signs and symptoms which 
indicate to him that he is in poor health or beginning to decline. 
^Ve have discussed in Chapters T and 8 the gains to be derived 
from being treated as a sick or frail person. Since most aged men 
and women in our culture have reason to consider themselves 
neglected and in need of more attention, comfort and affection, it 
should be anticipated that hypochondria and fatigue syndromes as 
adjustive techniques will develop with great frequency during the 

H. Woltmann, “Neuropsychiatric geriatrics,” Arch. Ophthal., 1942. vol. 28 

pp. 790-801. r . . 

®® K. Bowman, "Types and special factors of mental illness of old age,” in 
Mental Hygiene in Old Age (New York: Family Welfare Association of 
America, 1937), pp. 32-38. 

3* A. Ivy, “Digestive system,” in E. Cowdry, Problems of Ageing, 2d edition 
(Baltimore: Williams and Wilkins, 1942), pp. 254-301; E. Bortz, “Geriatrics ” 
Clinics, 1942, vol. 1, pp. 386-405. ’ 
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senile period. The frustrations and unhappiness imposed directly 
upon the elderly by restrictive social conventions, economic de- 
pendence and reduced biosocial ade(juacy do much to reinforce 
and perpetuate such developments.^® 

The anxiety disorders that appear in senile persons do not differ 
fundamentally from those occurring at any other time of life. They 
are precipitated and perpetuated by the same general factors; only 
fte details are peculiar to old age. The aged have many reasons 
for being insecure. Most of them become economically dependent 
upon the good will and sometimes the caprice of others; and many 
of those who never actually do become dependent live nonetheless 
in constant dread that some day perhaps they may. The high prob- 
ability of ultimate infirmity and the certainty of death are also im- 
portant sources of persistent anxiety; but helplessness is much more 
dreaded than is death.^^ 

Anxiety disorders frequently develop in ageing persons on the 
basis of guilt reactions. This is sometimes the consequence of pro- 
gressive cerebral incompetence, as we have indicated earlier. A 
decline in the adequacy of biosocial behavior organization allows 
conflicts and ambitendencies to be revived which had earlier been 
effectively repressed. It allows the patient also to become involved 
in misconduct because his reactions to an immediate situation no 
longer include self-control in terms of future consequences. But 
the senile person may equally well develop ambivalent conflict and 
anxiety because of hostile and vengeful fantasies, which he has 
entertained in relation to close relatives who appear to domineer, 
belittle or obstruct him. Furthermore, in the cerebrally competent 
senile as well as in the relatively incompetent, sex fantasies and 
sex conflicts often play an important part in the production and 
perpetuation of anxiety. Sometimes the lonely, unhappy senile, like 
the adolescent, finds in the need-satisfaction sequences of sex be- 
havior what he cannot otherwise achieve. 

When compulsive behavior appears in senility, with or without 
progressive cerebral incompetence, it often represents the revival 
of a technique used earlier in life in dealing with some conflict 
which has ako been revived. But, of course, it may also be a new 

For a more detailed discussion of the biosocial background of maladaptive 
behavior in senescence and seniUty, see N. Cameron, “Neuroses of later 
maturity, in O. Kaplan (editor). Mental Disorders in Later Life (Stanford 
University, Calif.: Stanford University Press, 1945), pp. 143-186. 

« G. Piersd, ‘^e problems of ageing,” Bull. New York Acad. Med., 1940, 
voL 16, pp. 555-569. 
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procedure for the ageing individual, developed in the face of newly 
increased insecurity, conflict and anxiety. In either case there is 
nothing about these compulsions to distinguish them from those at 
other ages. Sometimes what looks at first like a compulsive dis- 
order, in senility with progressive cerebral incompetence, is actually 
much simpler behavior. A person who is attempting to cope with 
the complexities of a situation, which are beyond his present limits 
of adaptability, may fall back upon stereotyped, perseverative or 
ritualistic reactions. This technique, too, is not peculiar to old age or 
cerebral incompetence. It is found throughout childhood, adoles- 
cence and maturity, as we have seen, in games, in stories and in 
religious practice. 

The recent emergence of new attitudes toward maladaptation in 
cerebral incompetence is in a way representative of the whole evo- 
lution of behavior pathology. Originally, the cerebrally incompe- 
tent were assigned to psychiatrists, wherever possible, because no 
one else wanted them. The delirious, the post-traumatic Korsakoff, 
the paretic, the senile or the cerebral arteriosclerotic patient, in 
many general hospitals, is still transferred to psychiatry only after 
he is deemed unmanageable or a chronic nuisance. The psychiatrist 
for a long time not unnaturally shared the attitudes of his medical 
colleagues, and ascribed all of the behavior pathology in such 
patients to their damaged brains. Today we are witnessing the 
growth of new interpretations in this long-neglected field, a growth 
to which significant contributions are being made by neuropathol- 
ogists, behavior pathologists, psychiatrists and psychologists. 

The cerebrally competent with behavior disorders that made 
them unmanageable were also originally assigned to psychiatrists 
because no one else wanted them; and for centuries their behavior 
pathology continued to be regarded as the disorderly expression of 
a diseased brain. Those who were not unmanageable were either 
treated with nerve tonics for deficiencies they did not have, or else 
tolerated as weaklings and malingerers without a legitimate claim 
to the privileges of a sick person. It is chiefly to the credit of Freud 
and his disciples that behavior disorders, in the easily manageable 
as well as in the unmanageable patient, have finally achieved the 
status of equality with other illnesses. It is almost entirely to their 
credit that therapy in the behavior disorders has grown, from the 
level of restraint, exhortation, reassurance and cerebral assault, to 
that of a biosocial interpersonal relationship. 



Therapy as Biosocial Behavior 


MODERN THERAPY in the behavior disorders is 
based upon two fundamental assumptions, the first of which we 
shall call the principle of continuity. This principle we have already 
formulated as follows: All of the attitudes and responses found in 
behavior pathology are in some way related to and derived from 
normal biosocial behavior.^ In other words, even though a wide 
chasm may separate the pathological behavior of a patient from 
the normal behavior of others around him, the chasm is one which 
the patient himself has spanned by means of a progression of ac- 
quired reactions. Furthermore, these reactions, as we have repeat- 
edly seen in our clinical material, include cumulative and self- 
perpetuating maladaptations which arise from an individuals un- 
skilled or inappropriate use of common, everyday defense and 
escape techniques. 

The other assumption upon whieh modern therapy is based has 
been implicit throughout our presentation of the behavior disor- 
ders. We may call it the principle of shared objectification. Ac- 
cording to this principle, the acquisition of normal biosocial be- 
havior may be greatly facilitated by the organization of a permis- 
sive situation, in which the patient has maximal opportunity to 
work through his attitudes and responses overtly in the presence of 
a skilled therapist. In the discussion that follows we shall be con- 
cerned chiefly with the permissive therapeutic situation — its aims, 
its results, the part played in it by the therapist and the part played 
by the patient. 

iln Chapter 3, on behavior organization and behavior pathology. 
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AIMS OF THERAPY IN THE BEHAVIOR DISORDERS 

The immediate goal of treatment in the behavior disorders is 
that of establishing a biosocial interrelationship, the therapeutic 
situation, in which patient and therapist participate. The ultimate 
goal is that of making this interrelationship unnecessary and ter- 
minating it with benefit to the patient. The precise character of a 
therapeutic situation will depend, of course, upon what the patient 
needs or prefers, what the therapist is trained and equipped to 
ofter, and the degree to which each is able to share the perspectives 
of the other. However, the professional attitudes and objectives of 
the well-prepared therapist are, or should be, fundamentally the 
same whether his patient requires the protection and support of a 
hospital environment for twenty-four hours a day, or that of a con- 
sultation office for one hour. 

Therapists whose training has been restricted to the treatment of 
hospitalized patients, or to consulting and counseling procedures 
with office patients, show an understandable tendency to exag- 
gerate the differences between these two groups. Actually, how- 
ever, the therapist in either situation is faced with essentially the 
same basic problem. A patient presents himself who is suffering 
from the effects of inadequate biosocial behavior. The familiar 
amateur techniques of comforting reassurance, explanation, exhor- 
tation, argument, restraint or reprisal have not helped him, and 
may instead have increased his difficulties. It follows that further 
attempts, made along the same inexpert lines, hold little promise 
of remedying the pathological behavior, of shortening its duration 
or lessening its severity. Whether he comes to an office or a hos- 
pital ward, the need that such a person has is the need, usually 
unformulated, for a situation with interpersonal relationships un- 
like those in which he originally developed his behavior disorder, 
and unlike those in which he has so far failed to improve. Let us 
see what the chief therapeutic aims are that determine the struc- 
turing of the situation in office and hosp ital , 

Aims of office treatment 

•The consultation office provides the setting in which a biosocial 
interrelationship between patient and therapist may develop and 
form the basis for treatment. During the therapeutic hour, the 
patient is protected from the distorting and inhibiting ^erts of 
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interruption, distraction, approval and disapproval on the part of 
another person. He is exposed to no evaluative appraisal in terms 
of social convention other than that of his own socially derived 
self-reactions, which are themselves exceedingly important objects 
of investigation. In such a protective, permissive therapeutic situ- 
ation the patient may react unmolested, in ways that neither he 
himself nor others could allow in the family setting or in the social 
environment of the wider community. 

This is the primary aim of office treatment, to establish optimal 
conditions for the patient to work through his attitudes overtly in 
the presence of a ^killed, impartial therapist who reacts with 
neither praise nor blame. If this aim is realized, the other aims may 
also be achieved. The patient may be led to verbalize whatever 
he can in socially communicative terms. For, of course, that which 
is spoken can to some degree be shared by the therapist, and the 
sharing in itself changes the private covert reaction into a public 
statement. And, what is more important, the impartiality of the 
therapist, his failure to appraise overtly what he hears and sees, 
provides the patient with genuine sharing, but does not give him 
the expected evaluative reactions. In other words, here is an inter- 
personal relationship, unlike any other in adult life, which can pro- 
vide the shared objectification the patient needs for his own re- 
orientation. 

What the patient verbalizes in the presence of the unappraising 
therapist, he also hears himself, and he hears it with the same ears 
that receive the words of other persons when they speak. This 
places what he says, as social stimulation, in the same category as 
the statements of other persons. Since the therapist does not com- 
municate evaluative attitudes, the patient is left free to develop 
self-attitudes to his own verbalization, which are not predetermined 
by the person listening to him, but are evolved out of his biosocial 
organization in the treatment situation. This is the chief aim of 
therapeutic verbalization: to make social sharing possible under 
circumstances which permit the patient to determine his own atti- 
tudes and responses, without interference or direction, and to hear 
his own self-reactions to what he verbalizes. 

Of course, a great many of a person s most important determin- 
ative attitudes are never adequately verbalized in the presence of 
others or, for that matter, even in solitude. Some of these belong to 
the prelanguage period of behavior organization, some have never 
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needed to be formulated and shared, and some have at one timp 
been partially or fully verbalized and then neglected or repressed.* 
The aim of office treatment is to give the patient maximal freedom 
for developing the verbalization of attitudes and responses which 
he has seldom or never verbalized before, and for sharing things 
in words and other overt reactions which he has never shared. 

If verbalization were the whole of therapy in the behavior dis- 
orders, treatment might well be carried on by telephone. But talk- 
ing is always biosocial behavior in which the words spoken aloud 
are only fragmentary responses belonging to more complete reac- 
tions. For the most fully shared reactions, these fragments are 
often quite sufficient to serve as communication, particularly when 
the topic is a conventional one and the participants share a com- 
mon attitudinal background. However, as indeed we have already 
seen, behavior pathology seldom arises in relation to conventional 
topics that are freely communicated; and patients with behavior 
disorders have as a rule developed unshared, individualistic atti- 
tudes in relation to their difficulties long before they come for ex- 
pert help. The therapeutic situation, therefore, provides for max- 
imal freedom to act as well as to talk, to render as much as possible 
of the unverbalized in overt non-verbal behavior. Under these cir- 
cumstances both therapist and patient may witness the behavior 
together, and the patient can have the advantages of working out 
an unformulated attitude in a shared social situation without being 
praised or penalized. ° 

It has long been one of the principal aims of therapy in the be- 
havior disorders to increase the accessibility and the communica- 
bility of a patient s unformulated, forgotten and repressed reactions. 
Indeed, the evolution of modern procedures has to a large degree 
been determined by this aim. Freud began developing his method 
of motivational analysis by inducing hypnotic relaxation in his 
patients, as therapists had done for centuries before him. He broke 
with the tradition of his predecessors, however, and laid the founda- 
tions of modern treatment when he substituted for the restrictive 
techniques and the authoritarian relationship of hypnosis, a freer 
permissive situation. In this the therapist played a more passive, 
accepting role and the patients reactions were determined more 
by his own behavior than by therapeutic direction. 


2 See the discussion of prelanguage behavior organization in Chapters 2 and 
3, of language and thought in Chapter 4, and of the unverbalized and the 
repressed in Chapters 5 and 6. 
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Freud retained from the classical hypnotic techniques some of 
the procedures that favored relaxation, progressive training and the 
development of a special biosocial interrelationship between patient 
and therapist. He evolved slower but far more effective ways of 
permitting inaccessible reaction, non-verbal as well as verbal, to 
become accessible to the patient as well as to the therapist. Tlie 
emotional crisis, which Charcot had identified as an hysterical 
curiosity, Freud raised to the status of an essential, expected reac- 
tion to rearoused conflict in anyone, whether hysterical or not. He 
trained his patients, without the use of hypnosis, in the techniques 
of inhibiting critical self-attitudes and allowing unconventional, 
anti-social, ambivalent, immature and apparently meaningless re- 
sponses and attitudes to appear overtly without hindrance or cen- 
sure. The aim and the achievement of motivational analysis, 
whether by modifications of Freud s methods or by the use of 
hypnosis and narcosis, have been directly related to their function 
in increasing the accessibility and communicability of previously 
inaccessible and incommunicable reactions. 

The acquisition of new perspectives and of skill in shifting them 
is an aim that is particularly characteristic of the non-directive tech- 
niques of motivational analysis which have been derived from 
Freud. Indeed, the development of increased competence and re- 
sourcefulness in social role-taking, in sharing the perspectives of 
other persons, and in regulating ones behavior in terms of social 
attitudes, is essential to the achievement of social maturity.^ And 
the ultimate goal of biosocial therapy in the behavior disorders, as 
we have formulated it, includes the maturation of the patient s in- 
terpersonal reactions to a point at which the therapeutic relation- 
ship becomes unnecessary. This we shall discuss later on in more 
detail. 

It is now evident that the aims of modern treatment are not 
primarily concerned with getting rid of symptoms, but rather of 
using them as therapeutic guides and aids. However, when the 
symptomatology of behavior disorders includes reactions which 
jeopardize the patient or the community, it becomes necessary to 
cope first with the symptoms and leave the motivational analysis 
for later consideration. Therefore, before proceeding to a discus- 
sion of the part played by therapist and patient in the therapeutic 

8 See the discussion of role-taldng, shifting perspectives and the develop- 
ment of normal social maturity, in Chapters 2 and 4. 
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situation, we shall take up the indications for hospital treatment 
and the advantages of hospitalization to the patient. 

Aims of hospital treatment 

One of the most important responsibilities of the therapist in the 
behavior disorders is that of determining whether or not the safety 
of his patient or of the community requires hospitalization as part 
of the thefapeutic situation. It is obvious that, if a person is to 
participate advantageously in therapy, he must not only be kept 
alive, but also safeguarded against the injurious or neglectful be- 
havior of others and of himself. The patient whose behavior dis- 
order has reduced his biosocial competence to a point where he 
can no longer provide such safeguards requires the protection of a 
hospital environment.'* 

fi^ndamental aim of hospitalization in the behavior disorders 
is one of providing a patient with special protection and support 
that will facilitate therapy. This aim, far from being peculiar to be- 
havior disorders, is the chief guiding principle in all hospital care. 
The cardiac patient, for example, must be protected from the stim- 
ulation of a normally active household, from emotional excitement, 
from the harmful effects of his own behavior and, as much as pos- 
sible, from spiraling anxiety over the danger to which he believes 
himself exposed. He must submit, often unwillingly, to restrictive 
scheduling, to a severe reduction in the permitted scope of his 
activities, and usually to a restructuring of his biosocial beha'vior 
which, in the more favorable cases, ultimately renders the protec- 
tive and supportive hospital environment unnecessary. 

Protection from the ordinary everyday environment is a common 
need in certain behavior disorders. The manic patient, for example, 
by his aggressive or excited behavior invites stimulation from other 
persons, and then characteristically overreacts to the stimulation 
which he invites. A considerable reduction in the intensity of manic 
behavior can often be effected, without chemical sedation or 
forcible restraint, by reducing environmental stimulation in a max- 
imally permissive hospital situation. The case of the married 
woman living with her in-laws, described in Chapter 16, clearly 

*We shall limit got consideration to therapeutic hospitalization. Non- 
ther^eutic hospitalization, although it is the prevailing technique in our soci- 
ety for disposing of persons suffering from disabling behavior disorders, is 
actually a form of protective incarceration and does not belong in a discussion 
of therapy. 
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illustrates this point. Forcible restraint, we saw, increased the 
patient’s aggressive resentment while bromides only added delirium 
to the manic illness. But when transfer was eflFected to a hospital 
environment that was primarily concerned with giving the patient 
maximal freedom and support, even at the expense of the staff’s 
convenience, her downhill course was soon reversed. 

Patients reacting with cumulative anxiety also require shielding 
from the normal reactions of other persons. For example, the indi- 
vidual whose anxmty disorder begins to mount to panic proportions 
may need immediate seclusion in a supportive, permissive environ- 
ment if a catastrophe to him or to his associates is to be averted. 
Depressed, schizophrenic and paranoid patients can frequently be 
prevented from injuring themselves and others by being removed 
from their surroundings to a hospital situation, where anxiety- 
inducing stimulation can be controlled. It is, of course, essential 
that intensely anxious patients, whatever their diagnosis, be under 
the immediate care of therapists whose own reactions do not pro- 
voice fear and doubt. 

If a person succeeds in injuring himself or someone else, or even 
makes a serious but unsuccessful attempt, his act is almost sure to 
complicate the therapeutic situation, and usually in a detrimental 
way. There is always, of course, the likelihood that the communit}’ 
will intervene in cases of assault and self-assault. If such interven- 
tion takes the form of a legal procedure, the patient may be sub- 
jected to punitive counteraggression which destroys the possibility 
of constructive therapy. But quite aside from this, the fact and the 
results of suicidal, homicidal and self-punitive attempts, made 
under conditions of intense anxiety, may become the most impor- 
tant obstacle to a person’s recovery from behavior disorder. 

A depressed patient, for example, tried unsuccessfully to kill 
himself by shooting. Because of this incident he became convinced 
that he should be incarcerated for life. For in terms of his religious 
beliefs, the fact that he had actually attempted suicide placed him 
beyond redemption and made him unfit for decent human company. 
In terms of his standards of courage and efficiency, the fact that his 
sinful attempt had failed meant to him that he was not even enough 
of a man to carry through a despicable crime. These convictions 
turned out to be by far the most formidable barriers to therapy. 
Had the attempt been headed off by early hospitalization, the 
patient’s ultimate recovery would undoubtedly have come much 
sooner than it did. 
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Hospital treatment protects individuals from stiU other conse- 
quences of their behavior. It prevents the manic, depressed, para- 
noid or schizophrenic patient from making decisions and entering 
into commitments, under the influence of delusional reactions, 
which may seriously compromise him. It segregates the person 
whose behavior, because of his excitement, aversion or confusion, 
includes reactions which the social community might regard with 
contempt, ridicule, disgust or condemnation. The fact that such 
reactions are witnessed by or reported to a therapist, who under- 
stands them, makes it possible to include them in later therapeutic 
discussions, in case the recovering patient remembers them. Some- 
times a reaction which would shock, perplex or surprise the layman 
can be made the basis for important constructive therapy by the 
experienced behavior pathologist. 

One of the most important gains from hospital treatment, par- 
ticularly in the case of depressed and schizophrenic patients, is the 
protection it offers against the consequences of indiscriminate con- 
fession. Self-depreciatory, self-accusatory and confused persons 
often throw a heavy burden upon relatives and friends by a recital 
of recalled and imagined misdeeds which no one is able afterwards 
to forget. Moreover, the confessing individual hears what he says, 
and witnesses its effect upon the others, with the usual result that 
he finds greater reason than ever to condemn and despise himself, 
or to grow more perplexed and confused. Under hospital condi- 
tions the need to confess diminishes with * reduction in anxiety- 
provoking stimulation, and what confession does occur is shared 
with persons who have only a professional interest in what is said. 

For many patients, hospitalization means the substitution of a 
simplified environment for one that has become too complex to 
handle. It is true that the psychiatric ward reduces drastically the 
scope of a patients activities, but within the permitted range it is 
much less demanding and more accepting tlian the average home 
environment. Often the mere absence of relatives and friends, 
whose expectations a harassed or bewildered patient has been try- 
ing to meet, brings a degree of relief from tension that more than 
compensates for the loss of affectionate companionship. And if the 
patient is unable to respond with affection to his relatives, because 
he is depressed or preoccupied, his isolation from them may relieve 
him of an additional burden of guilt. 

In any competently run hospital service the environmental sim- 
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plification of the ward is accompanied by sufiBcient routinization 
and scheduling to support organized behavior in both patients and 
therapists. The structure of life on the ward is especially important 
in psychiatry because all the patients are ambulatory. A higher 
degree of interpersonal cooperation is therefore necessary than on 
a ward of bed patients. Moreover, in the behavior disorders a high 
percentage of the patients have serious difficulties with participative 
activities. Indeed, as we have seen, some of them are reacting pri- 
marily in terms rather of an individualistic pseudocommunity, or an 
autistic community, than of the shared social community. 

One of the primary aims of hospital treatment in the case of non- 
participative, desocialized, preoccupied patients is that of helping 
them to restructure their behavior in terms of a simplified social 
community. This aim is frequently all that can be achieved, espe- 
cially in severe schizophrenic disorders recognized too late. When 
it becomes obvious that a return to the complex normal environ- 
ment is out of the question, the next steps must be directed toward 
adjustment to an intelligently organized institutional life. However, 
in the vast majority of manic and depressed patients, and in a high 
percentage of schizophrenic patients, the social community can be 
progressively complicated as improvement continues.® Therapy of 
a more active, participative character is then gradually introduced 
until eventually the patient can be treated entirely on the basis of 
office consultation. The procedure may then be essentially the 
same as that for the unhospitalized individual. 

Hospitalization is frequently advised for patients who need 
neither protection nor support. In some instances, a twenty-four- 
hour study of behavior over a period of a few weeks is needed to 
clear up a therapists diagnostic and interpretative uncertainties. 
In others, there is a routine to be established, or to be broken up, 
as an aid or a provocation to further therapy. The hypochondriacal 
or the fatigued patient, for example, may benefit from retraining 
while he is participating in active therapy. Hysterical and compul- 
sive patients sometimes require systematic hospital treatment for 
the secondary effects of their behavior pathology. Where a clinic 
is organized into small ward groups, the situation affords oppor- 
tunities for studying the interpersonal behavior of a given patient 
imder the controlled conditions of a miniature community. 

6 See especially Rennie’s data cited in Chapters 15 and 16. 
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BIOSOCIAL BEHAVIOR IN THE THERAPEUTIC SITUATION 

In the behavior disorders the therapeutic situation is not a place, 
of course, but an interpersonal relationship. It is a relationship that 
is defined by the biosocial interaction of two or more persons, at 
least one of whom is a patient and one a specially trained therapist. 
The consultation office or the psychiatric hospital merely provides 
a setting within which conditions favorable to such interaction may 
be developed. As we have already indicated, the precise character 
of the therapeutic situation will depend upon what the therapist is 
trained and equipped to offer, what the patient requires or prefers, 
and Ae degree to which therapist and patient are able to share each 
other’s perspectives. 

Of course, there are times, in psychiatry no less than in surgery 
and internal medicine, when to attempt nothing beyond supportive 
treatment is to accomplish most. It is often the case that relatives 
of the patient, and sometimes the patient himself, insist that some 
aggressive action be taken when the circumstances clearly call for 
protection and non-intervention. Even the experienced therapist 
may find such prejudicial pressures difficult to resist. In acute anxi- 
ety and panic reactions, in paranoid, manic and schizophrenic ex- 
citements, and in severe agitated depressions, for example, the most 
competently structured therapeutic situation is usually one that does 
little more than to protect and sustain the patient, until he is able 
to benefit by a more actively participative relationship. 

On the other hand, the deeply preoccupied patient, whether he 
is silent or talkative, requires as a rule the stimulation of biosocial 
interaction in shared activities with other persons. In the behavior 
disorders the silent or mute individual may be one who is living as 
much as possible in terms of his autistic community where he man- 
ages to satisfy his fantasied needs with fantasied rewards. For such 
a patient the therapeutic situation must include active interpersonal 
behavior that stimulates him to react in terms of other patients and 
of therapists in a miniature social community — a small ward or 
other group. This small group community is sufficiently simplified 
to make social relearning possible and make it rewarding. It must 
also be organized in such a way as to minimize the likelihood of 
delusional misinterpretations that might confront the patient with a 
threatening pseudocommunity from which his only escape would be 
to retreat further into his autism. 
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The preoccupied but not predominantly autistic patient, who is 
living chiefly in terms of a pseudocommunity, likewise requires par- 
ticipation in the activities of a simplified miniature social com- 
munity. The small group of patients and therapists provides a treat- 
ment situation in which the deleterious effects of critical, evalu- 
ative reactions can be minimized and threats of denunciation and 
retaliation eliminated. The anxious, hostile, suspicious or self-con- 
demnatory person introduced into such a group may thus be pro- 
tected from some of the reactions of others to his behavior pathol- 
ogy which have been aggravating or perpetuating his disorder. The 
mildly or moderately excited manic, depressed or schizophrenic 
individual is similarly protected from the harmful effects of remon- 
strance, counteraggression, restraint, ridicule or applause. The per- 
son who cannot bring himself to talk freely, or to stop talking, finds 
in group participation the opportunity to do things under condi- 
tions which direct the emphasis away from his silence or his 
loquacity. 

When a patient is silent in a shared permissive therapeutic situ- 
ation, almost anyone is apt to infer that he is preoccupied. It is not 
so widely recognized, however, that the loquacious patient may 
be just as seriously preoccupied as the silent patient. There need 
be no essential difference between them excepting that in one the 
preoccupation is with covert fantasy while in the other it is with 
overt talk. The voluble manic, schizophrenic or agitated depressed 
individual, for example, shows a marked restriction in the range 
of his topics which is usually not apparent to the casual observer. 
He may require participation in the activities of a small group no 
less than the quiet schizophrenic or depressed person. In a group 
situation the domination of his preoccupations over his biosocial 
behavior may be replaced, at least for a part of each day, by the 
greater freedom of activity in concert with other individuals. 

W^at is true of patients operating in terms of a pseudocom- 
.jnunity is sometimes true also of those whose preoccupations are 
not genuinely delusional in character. If a person builds his whole 
manner of living around his body overconcern, his fatigue symp- 
toms, his anxiety, guilt, compulsive ritual, hysterical inactivation 
or hysterical autonomy, he also may require a therapeutic situation 
like that designed for patients "with delusional preoccupations. By 
methods which we have already described in detail, such an indi- 
vidual has progressively restricted the range of his biosocial inter- 
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actions with others, until the distorted patterns of his daily life are 
the chief perpetuators of his behavior disorder. The ward or other 
small group organization provides a setting which aids the patient 
inaterially in restructuring his interpersonal behavior and his rou- 
tine of living. This procedure seldom disposes of a person’s be- 
havior pathology, of course, but it does often supply a behavioral 
framework for individual therapy. 

It is clear that the therapeutic situations so far discussed have 
been those developed on the in-patient service of well-stafiFed 
clinics and hospitals. Within recent years, however, there has been 
an important trend in the direction of extending the indubitable 
advantages of the small group organization to out-patient services 
also, some of them connected with clinics or hospitals and some 
not.« But whether in-patient or out-patient, and whatever the de- 
tails of operation, group therapy owes its success to the same gen- 
eral factors. It provides a miniature social community in which 
social learning can take place under conditions more favorable for 
the maladjusted person than those of the wider community. It 
allows role-taking to develop in ways and to degrees that are not 
readily permitted in the wider community. It affords unusual prac- 
tice in shifting and sharing perspectives. In short, it facilitates 
communicative behavior under circumstances that promote the 
growth of social maturity in the individual who has failed to 
achieve it under ordinary conditions. 

The objectives and the achievements of group therapy are not 
essentially different from the objectives and achievements of indi- 
vidual therapy; only the techniques are somewhat dissimilar. In- 
deed, as we have seen, the two methods are often carried on advan- 
tageously side by side. The biosocial interactions occurring in the 
group situation raise personal issues which enter into the produc- 
tions of the patient during office consultation. Conversely, the 
group organization provides the patient with a proving ground for 
behavior which he has worked out in the office situation. In the 
discussion of individual therapy which follows, we shall find it con- 
venient to distinguish between the behavioral characteristics of the 
therapist and those of the patient in their interpersonal relationship. 

® See, for example, S. Slavson, An Introduction to Group Therapy. New 
York: Commonwealth Fund, 1943. Also the papers in the 1944 round table on 
Levels and applications of group therapy (Fritz Redl, chairman), Amer 
Jour. Orthopsychiat., 1944, vol. 14, pp. 578-608. 
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The therapist in the therapeutic situation 
The inunediate goal of treatment in Ae behavior disorders, we 
have said, is that of establishing a participative biosocial interrela- 
tionship between patient and therapist; while the ultimate goal is 
that of rendering such an interrelationship unnecessary and ter- 
minating it with benefit to the patient. It is easy to gain the im- 
pression from some current discussions of individual treatment and 
motivational analysis that the ideal therapist in the therapeutic 
situation does nothing at all. From other discussions it may be in- 
ferred that the therapist does nothing until the patient seems ripe 
for instruction, when slowly increasing doses of indoctrination are 
introduced until the patient becomes desensitized. But, although 
much of the training of a therapist is training in silence and in the 
restructuring of common overt reactions, it is by no means training 
in suspended animation or training in laying a casuistic ambush. 

During the past forty years, under the infiuence of Freud and his 
followers, there has been a steady decrease in the use of authori- 
tarian question-answer procedures in oflBce therapy, and a corre- 
sponding increase in the practice of giving the patient free rein in 
verbalization and other communicative behavior. Throughout the 
greater part of this evolution there has been heated controversy 
over such questions of technique as. Shall the patient sit facing the 
therapist or sit the other toay around? Shall the patient sit up or 
lie down? Shall the therapist say anything at all once the patient’s 
verbalizatim begins? Shall he sum up at the end of a predeter- 
mined period or not? ’ There were even debates at one time over 
whether it made any essential difference in the method of free 
verbalization if the therapist feU asleep, since, after aU, this insured 
non-intervention and non-direction in the procedure. 

There are still those, of course, who cling to the authoritarian 
question-answer relationship and look with derision upon so-called 
talking cures and there are still defenders of the creed that only 
a seated or only a recumbent person can be regarded as part of a 


rr discussions of the merits of various techniques see F. Alexander and 
T, French, Psychoanalytic Therapy (New York: Ronald Press, 1946)- F Allen 
Psychotherapy with Children (New York: Norton, 1942); O. Dietlielm Treat- 
ment in Psychiatry (New York: Macmillan, 1936); S. Kraines, Treatment of 
the Neuroses and Psychoses, 2d edition (Philadelphia: Lea and Febiger 1943)* 
S. Loiand, Techniq^ of Psychoanalytic Therapy (New York: International 
Umversity Press, ^946); C. Rogers, Counseling and Psychotherapy (Boston: 
Houghton MifHin, 1942). 
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therapeutic situation. But the upshot of the forty-year-old contro- 
versy is that today the well-trained therapist may choose, from 
^ong a variety of techniques, the procedure that seems empir- 
ically best suited to a particular patient and to himself in a specific 
therapeutic situation. The therapist who faces a new developing 
therapeutic interrelationship with only one technique in his reper- 
tory is like the physician of long ago who relied upon calomel and 
the lancet to cure everything. He will find that no matter how 
skillfully he performs in the approved way, there will always be a 
considerable number of patients who seem unable to respond as 
they are supposed to respond, in the therapeutic situation he 
initiates. 

The initiative in establishing the therapeutic situation belongs 
to the therapist. His is the responsibility for providing the setting 
in which this unique biosocial interrelationship may develop; and it 
is his behavior within the setting that makes the therapeutic inter- 
action unlike anything else with which the patient is familiar. How- 
ever, even when he is completely silent and overtly unreactive, the 
therapist is no more passive than a non-partisan expert spectator at 
a football tournament. He is responding actively, intelligently and 
impartially to every detail of the patient’s behavior, but in ways 
that differ in many important respects, both covertly and overtly, 
from his reactions to the behavior of others in an ordinary socijii 
situation. 

We know that whenever two individuals share the same environ- 
ment, the behavior of each person becomes an important factor in 
structuring the social context for the other person s reactions. This 
is no less true of the therapeutic relationship than of other biosocial 
interactions. But the characteristically protective, permissive con- 
text of this relationship depends at first almost wholly upon the 
therapist s behavior — upon what he says and does, and even more 
particularly upon what he refrains from saying and doing. As treat- 
ment proceeds, if it is successful, the patient learns to extend the 
range of his own overt reactions, including his self-responses and 
self-attitudes, beyond the limits prescribed by the critical evalua- 
tions of others and by his own socially derived critical self-reac- 
tions. 

The simplest possible formulation of the therapist’s function in 
office treatment is that he must facilitate whatever behavior is 
necessary for the patient to get well. He must lead the patient to 
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objectify as much as possible in socially communicative responses 
and attitudes, but without himself predetermining what directions 
the shared objectification shall or shall not take. We may repeat 
for emphasis that verbalization is by no means the whole of com- 
munication. Indeed, a great deal of that which patient and ther- 
apist must share is not and often cannot be adequately verbalized. 
As Freud long ago insisted, this is particularly true of the emotional 
components of the patient’s behavior in a therapeutic situation, 
where what a patient says may be far less significant than the fact 
and the character of emotional participation in his reactions.® 

The therapist facilitates overt communicative behavior on the 
patients part by helping to establish a miniature social community 
in which the patient s self-reactions are the only possible sources of 
appraisal. This miniature social community differs from that organ- 
ized for group therapy in an important respect: the patient, al- 
though he is still not alone, must nevertheless supply all of the 
socially evaluative reactions to his own behavior. He may do this 
directly by self-responses and self-attitudes, or he may do it indi- 
rectly by attributing his self-reactions to the therapist (assimilative 
or disowning projection). But in neither case does he receive praise 
or reproof, corroboration or contradiction, from anyone in the situ- 
ation but himself. 

It is now more than ever clear that special qualifications are 
demanded of the therapist who must help to structure the thera- 
peutic situation in such a way that the patient may learn to give 
unique overt reactions to his own behavior. The therapist, as we 
said earlier, must be able through his professional training to con- 
tribute a rigorously detached attitude, highly developed skill in sus- 
pending judgment, and an inability to be shocked, surprised or 
fascinated by the unusual and the taboo in any form. In order to 
share genuinely the behavior he witnesses, he must be able covertly 
to take the roles and share the perspectives of his patient, and these 
are often exceedingly individualistic, ambivalent and mutually con- 
tradictory. At the same time, chiefly by means of the unusual social 
context which his own behavior provides, the therapist makes it 
possible for the patient to acquire through social learning some of 
the detachment, impartiality, suspended judgment and tolerance 
which belong to the professional attitude. 

® See Chapters 3, 5 and 6 for a more detailed discussion of emotional reac- 
tions m the behavior disorders. 
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The paflenf in the therapeutic situation 

For the patient the therapeutic situation is an active leaminff 
situation, whether he shares it with an overtly responsive therapist 
who sits facing him, or with one who keeps in the background Ld 
out of sight. We have said that the therapist must take the in- 
itiative in providing a setting and a behavioral context within 
which the peculiar biosocial interactions that constitute therapy can 
develop. However, once that initiative has been taken, it is the 
patients responsibility to learn the arduous and often painful tech- 
nique of undirected, uninhibited role-taking which makes up the 
major part of his contribution to his own treatment. 

All office therapy in the behavior disorders involves overt com- 
municative interaction between patient and therapist. But during 
the last four decades, as we have indicated, the trend has been per- 
sistently away from authoritarian question-answer procedures, and 
toward the practice of extreme self-restraint by the therapist and 
of non-restraint by the patient. This trend had its origin in Freud’s 
recognition that what the patient needs is not reassurance, infor- 
m^ion, argument and advice, but an opportunity to talk through 
and emotionally work through the varieties of Ms role-taking with 
all their implications — social, asocial and anti-social. 

From this recognition arose also the common practice of having 
the psychoanalytic trainee record all of his own comments and 
statements to his patient, and afterwards study their significance 
and their possible influence with the aid of an experienced therapist 
— usually his own analyst. In this way trainees learned the im- 
portance of self-restraint by observing the distortions, obstructions 
and directions which their unguarded responses might introduce 
into the therapeutic situation. They learned to identify the signs 
of their own special aversions, fascinations and blind-.spots in what 
they had said, and to avoid or at least allow for the effects of such 
overt behavior in the patient’s presence. 

Most office treatment is confined to face-to-face discussion in 
which the therapist’s participation is ideally minimal and non- 
directive, while the patient’s is maximal and unhindered.® It should 
be pointed out, however, that this method does provide the patient 
with a tangible social object toward which he may direct his com- 

® C. Rogers has given a lucid presentation of this procedure, with recordings 
of interviews, in his book. Counseling and Psychotherapy (Boston: Houghton 
Mifflin, 1942). ® 
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municative behavior. If the patient says or does something whidi 
frightens him or of Nvhich he is ashamed, he can gain immediate 
reassurance from the mere fact that the therapist expresses neither 
alarm nor condemnation. If what he says or does arouses self- 
reactions of pride, arrogance or elation, the failure of the therapist 
either to support or oppose the self-reactions is likewise immedi- 
ately evident to the patient, and may have a directive influence 
upon his further behavior. In practice, it is virtually impossible 
for the therapist to avoid making some kind of response now and 
then, even though it may be little more than an indication of at- 
tending. And such a response may give the patient a certain degree 
of reassurance — the reassurance that at least he is not being 
frowned upon, ridiculed or rejected. 

The method of recumbent free verbalization (“free association”) 
was originaUy developed in the interest of still further minimizing 
the influence of the therapists behavior. The therapist seats him- 
self where he cannot be readily seen and speaks only when he 
deems it absolutely essential. The patient lies on a couch and learns 
to practice maximal non-restraint within the limits imposed by his 
recumbency. Under these conditions he must acquire increasing 
facility in uninterrupted free verbalization, uninhibited role-taking 
and ununpeded self-reaction. This method, provided it does not 
include distortion by the interjection of doctrinaire interpretations, 
is unquestionably the nearest thing we have to a strictly non-direc- 
tive procedure. Moreover, its products have contributed greatly to 
our understanding of behavior pathology as well as to the evolu- 
tion of all modem communicative therapy. We shall therefore in- 
terpolate at this point, for future reference, a brief statement of 
some of the behavioral peculiarities of this method, even though its 
field of application is more limited than the face-to-face procedure. 

ihe method of recumbent free verbalization the therapist is 
known to be present and therefore cannot be completely ignored by 
the patient. Nevertheless, he remains for the most part invisible 
and inaudible; and in consequence he is less likely than in the face- 
to-face relationship to serve as a tangible social object and a sound- 
ing-board for communicative behavior. During free verbalization 
the patient cannot use the therapists accepting attitude to gain 
even the most passive reassurance. Perhaps, for all he knows, what 
he says and does is being greeted by frowns or smiles, by appreci- 
ation or depreciation, by affection, indifference, dislike or rejection. 
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This is obviously a situation in which anxiety may easily mount to 
acute proportions, and one consequently that demands special skill 
and experience on the part of the therapist who is responsible for 
what happens in it and afterwards. 

As the recumbent patient continues to elicit no reaction of ap- 
proval or reproach from his unseen therapist, no sign of satisfac- 
tion or annoyance, no reassurance and no guidance, his orientation 
is likely to undergo a significant change. The therapist, as a par- 
ticular social person, may become less and less the focus of the 
patients reactions, he may even more or less completely lose his 
identity for the patient. This does not mean, of course, that he 
necessarily loses his importance. On the contrary, he often gains 
considerably in significance to the patient as his identity is restruc- 
tured in the therapeutic situation. 

The recumbent, verbalizing patient restructures the identity of 
his therapist in terms of his own immediate needs. The very fact 
that the therapist refrains from giving any evaluative reactions dur- 
ing free verbalization makes it possible for the patient to attribute 
to him whatever attitudes he wishes. And since he is neither crit- 
icized nor applauded for his use of assimilative and disowning pro- 
jection, the patient is at liberty to carry the process as far as he 
needs to — farther, indeed, than he has ever before been permitted 
to go in communicative behavior. This aspect of free verbalization 
plays an important part in the development of so-called positive 
and negative transference relationships. 

It can readily be seen that, with the help of the amorphous pres- 
ence of an unreactive therapist, the patient may transform the 
original miniature social community into a miniature pseudocom- 
munity. That is, he may build up a partially fictitious person 
around the presence of the therapist, and organize his reactions 
during free verbalization with reference to the attitudes which he 
attributes to this person. Of course, for the patient one difficulty 
with such a therapeutic situation is that, no matter how far he goes, 
he cannot get the reactions to his behavior that he expects, fears 
or wants. In other words, the pseudocommunity never gives him 
objective justification for his reactions and, as a result, he must ulti- 
mately recognize their origins as being wholly within his ovm be- 
havior. 

This development of a delusional miniature pseudocommunity 
often plays an essential part in free verbalization therapy. For it 
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provides the pstient with & behavioral context of his own making 
which supports continuous fantasy, in much the same way that the 
autistic community provides a behavioral context for normal dream- 
ing. But the pseudocommunity in free verbalization has one great 
advantage over dream autism. Because it arises as a part of overt, 
communicative behavior, it permits the shared objectification of 
fantasy, thus enabling the patient to work through overtly in 
another persons presence his conflicts, his ambivalent, contradic- 
tory, repressed and unacknowledged attitudes. In some of these 
respects the method of free verbalization can achieve what other 
methods cannot. It is not in itself, however, a complete therapeutic 
technique. It always requires at some phase in its course to be 
supplemented by more and more therapist participation, until even- 
tually it approaches the non-directive biosocial interaction of face- 
to-face procedures. 

But whether recumbent free verbalization or the more usual face- 
to-face procedure is employed, a non-directive therapeutic situ- 
ation permits the development of role-taking techniques that are 
unique for the patient. These techniques obviously cannot be ac- 
quired in ordinary, everyday social contexts because of the con- 
trolling influence of other persons’ evaluative reactions. They can- 
not be acquired by the patient in solitude because of the effects of 
his own socially derived, critical self-reactions to what he says and 
does. In the treatment context, of course, the factor of evaluative 
reactions on the part of other persons is easily controlled, since the 
therapist himself is the only possible direct source of such behavior. 
The patient’s evaluative self-reactions, on the other hand, are never 
excluded, since they are among the most important objects of 
motivational analysis. The patient learns to talk through and emo- 
tionally work through the behavioral antecedents and implications 
of his self-reactions along with those of the rest of his reactions in 
the therapeutic situation. 

In the protective, permissive therapeutic relationship the patient 
gradually acquires the difficult techniques of uninhibited, unguided 
communicative role-taking. He learns to react overtly in a shared 
miniature community as he might react in private fantasy. But he 
must learn also to allow these overt reactions to proceed unhin- 
dered, without introducing the often distorting or amputating cri- 
teria of logical consistency, relevance or social acceptability through 
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his own self-reactions.^® As the patient finds that he is not expected 
to impart information, or to intellectualize, explain and excuse what 
he says, his interest is likely to shift from what the therapist may 
think to what he thinks himself. And as he discovers that, no mat- 
ter what he may communicate, he suffers neither reproof nor com- 
mendation, neither punishment nor reward, he may eventually 
acquire some of the tolerance, impartiality and detachment to- 
ward his own behavior that characterizes the therapist’s attitudes. 

The results of biosocial therapeutic interaction 
We have said that shared objectification transforms the private 
covert reaction into a public statement. When this occurs in the 
therapeutic situation, two persons witness the overt behavior of 
the public statement -the tolerant, impartial, detached therapist 
and the critical, prejudiced, emotionally involved patient. What is 
said and worked through under these conditions, of course, must 
approach the status and eventually the organization of genuinely 
shared communication. This does not mean that it must be objecti- 
fied in terms of rigorous verbal logic, or that it must be formally 
correct, any more than overt everyday joy, anger, need, excitement 
or anxiety must be logical or conventionally formulated to become 
communicative. Moreover, it should be remembered that the skilled 
therapist is a person specifically trained in observing and reacting 
adequately to fleeting fragments of behavior. And because he 
already practiced in taking the roles of his patients, and hence in 
seeing things from their individualistic perspectives, the therapist 
is able to share and comprehend attitudes which at first may com- 
pletely elude the self-reactions of the patient who is showing them. 

The patient, by working out his attitudes overtly in such a per- 
missive relationship of biosocial interaction, acquires skill himself in 
observing them and in accepting them as his own. After he has 
learned not to select and reject his attitudes in terms of what his 
two listeners might think - that is, the therapist and himself -he is 
free to follow through the responses which these attitudes support 
or for which they are a necessary preparation.^^ This procedure of 
objectifying and sharing one’s attitudes, of learning to accept them 

W For an account of the operation of self-reactions in self-control, conscience 
and self-criticism, see Chapter 10. 

11 A ^scussion of anticipant and supporting attitudes in behavior organiza- 
tion and behavior pathology will be found in Chapters 3 and 6. 
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as they appear and to follow through their implications in the form 
of the responses they facilitate and support, is the procedure by 
which one increases most effectively the accessibility of behavior 
that has remained or become inaccessible. 

Therapy in the behavior disorders does not have as its goal the 
complete restructuring of the patient’s behavior. It does not aim at 
rendering everything overt that has been covert, at sharing every- 
thing previously unshared, or at formulating and making accessible 
all behavior that has been unformulated, forgotten or repressed. Its 
goals are much more finite and realistic than this. The attitudes 
with their responses that require shared objectification will vary, of 
course, from patient to patient. They are determined, not by ob- 
serving a set of a priori rules, but by following the lead of the 
patient, and eventually by having the patient acquire skill in fol- 
lowing his own lead regardless of the direction he must take. 

The behavior which undergoes shared objectification, in any 
effective therapeutic relationship, must, always include a great deal 
that has not been previously communicated, and much that the 
patient has never formulated clearly, analyzed or acknowledged as 
his own. For we have seen that, in normal as well as in abnormal 
conduct, the. uncommunicated, unformulated, unanalyzed or un- 
acknowledged can be a determining factor in biosocial behavior. 
It may enter significantly into a person’s needs and choices, affect 
the adequacy of his performance in any sphere of acHon, give rise 
to dominant fears and fascinations, and increase or destroy his 
satisfactions. 

We have also seen that the cultural patterns of permission and 
taboo, in accordance with which a person has been reared, to a 
considerable degree determine what behavior in his personality 
organization shall remain at a relatively unshared level^^ Thus, 
individuals reared in the same culture or subculture are almost sure 
to exhibit inadequate sharing, defective role-taking and an inability 
to shift perspectives in certain identical areas. This means that, al- 
though *e precise character of the patient’s behavior in the thera- 
peutic situation cannot be predicted from a knowledge of his cul- 
tural background, the general areas which will demand shared ob- 
jectification usually can. High on the list of inadequately shared 
biosocial behavior in our cultiure, for example, is that concerned 

“See especiaUy Chapters 2 and 5, and the section on the determinants of 
behavior pathology under each of the behavior disorders. 
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with sex needs and satisfactions, with attitudes of hostility and 
aggression toward persons we are expected always to love, and with 
problems of emotional dependence and emancipation. Hence the 
therapist is seldom mistaken who anticipates special diJBBculties 
when it comes to role-taking, sharing and shifting perspectives in 
these areas. 

But whether behavior is unshared because of cultural taboo, or 
wheAer something more personal in origin is responsible, the 
crucial point is that it tends to remain individualistic and asocial. 
The unshared, uncommunicated attitude does not undergo the mod- 
ifications which inevitably result from interpersonal behavior. It 
cannot form a basis for social role-taking or come under the direct 
influence of others perspectives in the social community. If it 
enters into the organization of ones seH-reactions, its effect is more 
likely to be that of decreasing than of increasing their validity, 
since its contribution is not a socially matured one. 

In human society, the individual becomes socially mature as a 
result of biosocial interactions vdth other persons. By this means 
he acquires socially determined roles, and with the aid of symbolic 
behavior he develops skill in role-taking and in sharing the per- 
spectives of persons whose roles he learns to take.^s Whatever is 
left out of this continuing process of behavioral interchange, of 
course, does not participate in social maturing. Likewise, reactions 
that are shared mutually in early childhood, and then abandoned 
or repressed, are also excluded from participation in social matur- 
ing, at least in its later phases. Such non-participative behavior is 
characteristic of the areas of relative social immaturity to which we 
have already referred. These areas, although present to some extent 
in all personality organization, are of special importance in the de- 
velopment and perpetuation of behavior pathology. 

The immediate goal of treatment in the behavior disorders — that 
of establishing a participative biosocial interrelationship between 
patient and therapist — now gains in significance. It is the patient s 
task to acquire increased social maturity, particularly in those 
areas of behavior whose relative inunaturity has led to maladapta- 
tion. The therapeutic situation provides the unique conditions 
under which that maturity can be acquired through biosocial inter- 
action in a miniature social community. The patient shares this 
community with a therapist in whose presence he can learn to work 
For a discussion of role-taldng, see Chapter 4. 
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through his asocial and anti-social roles with impunity, and from 
whose participation he can gain new perspectives and new skill in 
the techniques of social role-taking. By this procedure the ultimate 
goal of treatment in the behavior disorders may be realized. For 
with the achievement of increased social maturity the therapeutic 
behavioral interrelationship finally becomes unnecessary, and it can 
then be terminated with benefit to the patient. 

It is now clear that the same principles can be derived from the 
development and operation of the therapeutic situation which we 
earlier derived from the development and operation of normal per- 
sonality organization and of the behavior disorders. For when we 
are dealing with the activities of human organisms, we can never 
^ord to slight their social environment, with all its other persons, 
its cultural objects and cultural products, and the everlasting inter- 
play of interpersonal relationships through which all human be- 
havior is organized and regulated. We can never afiFord to forget 
that a person s own self-reactions, whether given overtly or in covert 
fantasy and whether recognized or unsuspected, can be crucial fac- 
tors in structuring and maintaining normal personality, in precip- 
itating and perpetuating behavior disorders and in determining the 
course and outcome of their therapy. The direction of development 
from infancy to biosocial maturity and from behavior pathology to 
biosocial health is always one in which individualistic behavior be- 
comes socially organized through shared interpersonal interaction 
one in which the human being learns to assimilate his dominant 
attitudes to those ot the culture in which, and by means of which, 
he lives. 
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normal selective, 341 
Analysis, motivational, 127-130, 579- 
580, 588, 594 
Anderson, C., 562 
Anderson, E., 413 

Anesthesia, in emotional reactions, 
340 

hysterical, 324-327, 342-347 
Anorexia nervosa, 324 
Anticipant attitude, 55-58 
definition, 56 

in hysterical autonomy, 372 
reaction-sensitization and, 66 
Anticipation, behavior pathology and. 
55-58 

definition, 56 

delirious disorganization and, 545 
fantasy and, 57-58, 181-184, 
268-273 
guilt and, 271 
infant feeding and, 56 
learning and, 56-57 
social validity of, 57-58 
therapy and, 595-596 
Anxiety, and aggression, 148-149 
behavior analysis and, 148-149 
in cerebral incompetence, 546, 
552-553 

child training and, 25, 268-273, 
309-310, 313-314 
conflict and, 131-134, 271-273 
constructive aspects, 149 
definition, 147 

depressive disorders and, 496- 
497, 499, 504-505, 507, 510- 
511, 524-530 


Anxiety, fear and, 146-148 
free floating, 147-148 
incommunicable, 147-148 
manic disorders and, 496-497 
511-512, 515, 519-520, 524- 
530 

maternal, 27, 212-213, 238-239, 
266-273, 313-315 
and organ or tissue pathology, 
261-264 

overactivity and, 525-526, 530 
primal, 21 

reaction-sensitivity in, 248 
relief through pain, 125, 132-133 
self-reactions and, 101-102 
sex excitement and, 124, 148 
sibling rivalry and, 38 
therapy and, 582-583, 586, 593 
Anxiety attacks, 12, 254-256 
definition, 254 

n toms of, 255-256 

ehavior, normal, 247-249 
Anxiety disorders, 12, 246-277 
acute, 254-256 

as adjustive techniques, 273-274 
adoption of prevailing pattern 
266-267 & r > 

biosocial bases, 264-265 
biosocial determinants, 265-274 
childhood training and, 268-273 
chronic, 249-254 
chronic insecurity and, 269-271 
congenital predisposition to, 256 
differential diagnosis, 274-277 
guilt and, 271-273 
in organ and tissue pathologv 
261-264 ' 

panic, 256-257 
perfectionism and, 268-269 
phobias, 257-261 
promotion and, 270 
pimishment and, 271-273 
senile degeneration and, 573-574 
success and, 270 

Anxiety reaction, chronic, 12, 249- 
254 

chronic, complaints in, 249-251 
chronic, definition, 249 
Aphonia, hysterical, 322-324 
Appel, K., 460 

Aptitude^ reaction-sensitivity and, 65- 

Arteriosclerotic cerebral degeneration, 
568-575 
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Ascendancy, changes in, 30 
Aspiration level, anxiety and, 268-269 
Association, free (see Free verbaliza- 
tion) 

Asthma, anxiety and, 262-264 
Attention-getting, 153-156 

anxiety disorders as, 273-274 
definition, 153 
fatigue syndromes as, 241 
hypochondriacal disorders as, 217 
hysterical disorders as, 377-^78, 
382 

hysterical tic as, 357 
Attitude, abnormal derived from nor- 
mal, 53-54, 141, 576, 598 
anticipant, 55-58, 341, 346 
anticipant, in therapy, 595-596 
anxiety, 247-249 
in behavior pathology, 576 
confusion of excitants, 122 
consummatory phase, 56, 59, 97, 
135, 397-398, 425-426 
definition, 54-55 
disorganization, 55, 58, 545 
eating and, 108-111 
immature (see Immaturity) 
indiflFerent in hysterical disorders, 
332, 378, 379 
language and, 95-97 
learning and, 56-57 
prediction and, 54 
reaction and, 54-55 
response and, 54-55 
to self (see Self-attitude ) 
sudden shift in, 63-64, 462-463 
temporal extension of, 56-57 
therapist, 590, 595 
Authority, hostility toward, 27-28, 
34-35, 43-44 

Autistic community, 486-489 
definition, 487 

in depressive disorders, 530-532 
normal/ 487-488 
and pseudocommunity, 486-489 
in schizophrenic disorders, 486- 
489 

therapy and, 584, 585, 586, 594 
Autonomy, hysterical, 349^87 
Autonomy, normal 369-371 

Barker, R., 48, 174 

Bartlett, F., 433 

Bartley, S., 231, 243 

Baruch, D., 35 | 


Batchelor, I., 333 
Bateson, G., 49, 149 
Bayley, N., 83 
Beard, C., 10 
Beard, G., 224, 225 
Behavior disorders, adjustive tech- 
niques and, 185-186 
aggression and, 39, 143-145 
in arteriosclerotic cerebral degen- 
eration, 568-575 
biological factors in, 13-14 
cerebral incompetence and, 552- 
575 

classification of, 10-13 
cost of, 4 
definition, 9 
emancipation and, 52 
immaturity and, 17-19, 50-52, 
377-380 
incidence, 4-7 
increase in, 6-7 

interparental discord and, 36-37 
as national problem, 3-7 
personality and, 15^2 
post-delirious, 556-557 
regression and, 39, 54, 173-175, 
220-221, 242, 383, 491-492 
rejection and, 34, 269-270, 313- 
314, 324-325, 379, 489-490 
role-taking and, 89-102 
in senile degeneration, 568-575 
social factors in, 13-14 
symbolization ( see Language be- 
havior, Thinking) 
therapy in, 576-598 
visceral ethics and, 24, 107-111 
Behavior organization, autonomy in, 
369-371, 373 

and behavior pathology, 53-80 
in delirium, 544-547 
in depressive disorders, 530-532 
exclusion in 58-60, 339-342, 545 
inclusion in, 58-60 
in manic disorders, 530-532 
in schizophrenic disorders, 485— 
492 

Behavior pathology, anticipation and, 
55—58 

behavior organization and, 53-80 
therapy and, 576, 598 
Bender, L., 421, 484 
Bemheim, H., 318, 319 
Bertocci, P., 102 
Bettelheim, B., 461 
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I:: wl. 320. 444 I Cerebraj^incompetence. 11. 12. 540- 


x>irtQ, cnanges resulting from, 21—22 
trauma of, 19-22 
Blau, A., 368, 560 
Bleuler, E., 449, 450, 461, 484, 496 
Blocking, 468 

delusion and, 401 
Body change, adolescent, 47—49 
delusions of, 406-410, 474-479 
and eating, 109 
and social status, 47—49 
Body protest, 207 
Bolles, M., 150, 180 
Bonet, F., 496 
Bonner, C., 512 
Borgum, M., 35, 37 
Bortz, E., 573 

Bowel training, and personality, 23- 
24, 27 

Bowman, K., 368, 544, 557, 560, 562, 
573 

Braceland, F., 322 

Brain, and behavior disorders, 552- 
575 

compensatory adaptation in, 

540-541 

decompensation, 540 
individual differences in adapt- 
ability, 540-541 

physiological equilibrium of, 

540-541 

Brain injury, behavior disorder and, 
559-563 

Brenner, C., 560 
Breuer, J., 319 
Brock, S., 561 
Bruch, H., 161 
Buehler, C., 181 
Bumke, O., 556 
Burlingame, D., 267 
Bychowski, G., 408 


Cameron, D., 256, 265, 524 
Cameron, N., 10, 59, 129, 163, 270, 
391, 433, 437, 447, 450, 486, 
495, 496, 522, 574 
Campbell, H., 35 
Caner, G., 280 
Cantril, H., 54, 388, 428 
Cardiac disease, anxiety and, 262 
Cardiac neurosis, 189 
Catatonia, 448, 464 


acceptance of, 553 
acute, 542-547 
acute, definition, 542 
acute intoxication, 554-559 
anxiety in, 546, 552-553 
arteriosclerotic, 568-575 
behavior disorders in, 552-575 
biosocial syndromes of, 542-552 
coma, 542, 544, 559-560 
delirium, 542-547 
delusions in, 389-390 
general paresis and, 563-568 
head injury and, 559-563 
in normal dreaming, 545 
premorbid personality and, 555, 
561-568, 571-575 
progressive, 547-552 
progressive, arteriosclerotic, 568- 
575 

progressive, confabulation in, 
550, 560 

progressive, definition, 547 
progressive, discontinuity in, 550- 
551 

progressive, disorganization in, 

548- 551 

progressive, ethical lapses in, 

549- 550, 552 

progressive, inadequacy in, 548- 
551 

progressive, paretic, 563-568 
progressive, recall in, 548, 550- 
551 

progressive, senile, 568-575 
progressive, sexual behavior in, 
549-550, 552 

progressive, social disarticulation 
in, 550 

reaction to, 540-541, 552-554 
reduced status in, 553-554 
repression and, 552-553 
schizophrenic disorders and, 557 
senile degeneration and, 568-575 
stupor, 542, 544, 559-560 
sudden, 544 
Certainty, need for, 301-303 
Change, body, delusions of (see Body 
change ) 

Change, environmental, delusions of. 
410-412 

Charcot, P., 318, 319 
Chein, I., 102 
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Cheney, C., 11, 446, 521, 566 
Childers, A., 415 

Choice, ambivalence and, 61, 300-303 
Choice of neurosis, 70-71, 140 
Choice of s^ptom, 211, 256 
Chronic behavior disorder, 71-72 
Chute, E., 231, 243 
Clarification, sudden ( see Sudden 
clarification ) 

Clark, B., 187 

Classification, of behavior disorders, 
10-13 

Cleanliness, goodness and, 23-24, 
283-287 
Clerf, L., 322 

Closure, hallucination and, 425-426 
ritual and, 59 

sudden clarification and, 97, 397— 
398 

Zeigarnik effect and, 135 
Clothier, F., 34 

Communication, and behavior dis- 
orders, 81-89 
in delirium, 542-545, 547 
development of, 83-87 
hallucination and, 424-425 
in manic disorders, 512-513, 531 
non-verbal, 83-87 
in schizophrenic disorders, 463- 
468, 531 

therapy and, 578-580, 588, 590- 
591, 594-598 

Community, autistic ( see Autistic 
community ) 

Community, neighborhood, 40-45 
Community, pseudo- {see Pseudo- 
community ) 

Community, social {see Social com- 
munity) 

Compensation, 159-163 
definition, 159 
fatigue syndromes as, 241 
hypochondriacal disorders as, 
218-219 

hysterical disorders as, 382 
manic disorders as, 497, 515, 
521, 525-526, 530 
paranoid disorders as, 443 
rejection and, 35 
scliizoplurenic disorders as, 491 
Compulsive disorders, 12, 278-^17 
as adjustive teclmiques, 315-316 
adoption of prevailing pattern, 
312-313 
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Compulsive disorders, ambivalence in, 
59, 61, 63, 65, 281, 310-311 
antisocial, 296-300 
biosocial bases, 303-311 
biosocial determinants, 311-318 
in cerebral incompetence, 303 
childhood training in, 313 
conservatism and, 278-280 
counting, 282-283 
definition, 281 

depressive disorders and, 528 
differential diagnosis, 316-317 
doubting and, 300-303 
fetishism, 299 
generalization in, 287 
guilt and, 307-311, 313-315 
handwashing, 283-287 
hysterical seizure and, 373-374 
as individualistic variations, 278, 
280-281 
magic, 294-296 
metaphor in, 311 
need for certainty in, 300-303 
nocturnal verification, 282 
and normal ritual, 278-280 
obsessive thinking and, 300-303 
orderliness, 290-292 
in organ and tissue patholoev, 
303 ^ 

parental criticism and, 814-315 
penance in, 287 
and play, 278-279 
punitive, 292-294, 297-298 
rejection and, 314-315 
repetition, 282-287 
return of repressed in, 374 
role-taking in, 310, 315 
rumination and, 300-303 
self-restraint, 292-294 
senile degeneration and, 574-575 
serial, 287-290 

sexual immaturity in, 299-300 
and social institutions, 278-280 
stealing, 298-299 
stereotypy and, 300-301 
as techniques of control, 281 
training in guilty attitudes, 313- 
314 

varieties, 281-303 
visceral etliics and, 24 
Concussion, after-effects of, 561-563 
Confabulation, in cerebral incompe- 
tence, 550, 560 

Confession, indiscriminate, 583 
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Conflict, 130-139 

accessibility, 136-139 
adient-avoidant, 132-133 
adolescent, 47-49 
anxiety and, 131-134, 524-526 
and behavior pathology, 133-136 
conscious, 13^137 
definition, 131 
double-adient, 133 
double avoidant, 133-134 
emotional behavior and, 79-80, 
138-139 

fatigue and, 236-237, 524-526 
as f^tration, 131-139 
language behavior and, 135-136, 
139 

in manic and depressive dis- 
orders, 526-530 
persistence of, 134-136 
recurrence of, 134-136 
repression and, 136-139 
return of, 135 

self-control and, 177, 305-306, 
308-309 
settled, 177 
termination of, 134 
thinking and, 135-136, 139 
imconscious, 136-137, 580 
Zeigamik effect and, 135 
Conn, J., 39 

Conscience, 25, 307-309 
anxiety and, 271-272 
definition, 307 
disunity in, 307-308 
in intoxication, 556 
learning and, 308-309 
and miutiple personality, 366 
projection and, 169 
as self-reaction, 101-102 
Consummatory phase, 56, 59, 97, 135, 
397-398, 425-426 

Continuity, principle of, 54, 141, 576, 
598 

Conversion, symptoms and, 108 
Cramp, hystericd, 353-354 
Criticism, rage and, 27-28 
Criticism, self- {^see Self-criticism) 
Crucial shift, normal, 527-528 
in depressions, 527-528, 530 
Crush, adolescent, 45 
pubertal, 118-119 
Culpin, M., 353, 378 
Cultural transmission, 31-40, 85-92, 
97-102, 104-105, 278-281 
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Cultural transmission, need and, 25-26 
Culture, therapy and, 596-598 
Curran, D., 5M 
Curran, F., 420, 442, 554 

Davis, E., 85 
Day, E., 85 

Daydreams (see Fantasy) 

Dayton, N., 441, 489 
Decompensation, cerebral, 540 
emotional, 75-77, 257 
Defense techniques, 153-170 
Degeneration, arteriosclerotic cere- 
bral, 568-575 
senile cerebral, 568-575 
Delay, as frustration, 130 
Delinquency, parental rejection and, 
34 

Delirium, anxiety in, 546 

behavior organization in, 544- 
547 

definition, 544 
delusion in, 542-547, 555 
development of, 542-543 
disorganization in, 545-546 
disorientation in, 542-545, 555 
dreaming and, 545-546 
duration, 543 

hallucination in, 542-547, 556 
lucid interval in, 543 
occupational, 546, 555 
overinclusion in, 545 
recall in, 546-547 
recovery from, 543-544 
schizophrenic disorganization 
and, 545 

symptoms in, 542-543 
Delusion, 388-412 
amatory, 403 

assimilative projection in, 431 
of body change, 406-410, 474- 
479 

cerebral incompetence and, 389- 
390 

chronic, 392 
danger in, 399 
definition, 390 
in delirium, 542-547, 555 
in depressive disorders, 499-505, 
507-510, 527-531 
enormity, 408 

of environmental change, 410- 
412 ^ 

expanding, 391 
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Delusion, foster-child, 42, 402 

of grandeur, 402-404, 440-441. 

470-471 

of influence, 399-402 
learning and, 391-394 
messianic, 403 
Mignon, 42, 402, 471 
nihilistic, 409-412 
normal and abnormal, 390 
in normal dreaming, 545 
omnipotence, 458 
oveiprotection and, 440 
in panic reactions, 257 
paranoid, 427 

of persecution, 395-399, 469- 
470, 471 

of pregnancy, 408 
progressive, 391 
projection and, 166-170 
recurrent, 391 
residual, 392-393, 399 
satisfaction and, 392 
in schizophrenic disorders, 460 
of self-depreciation, 404-405 
self-punitive, 404-405, 471-472 
self-reference, 396 
sexual adequacy and, 431 
of sexual change, 408-409 
social conformity in, 86 
social maturity and, 429 
social skill and, 429 
sudden clarification in, 397-398 
tystematization of, 393^95, 429 
441-443, 460, 489-491 
temporal variations, 391-393 
transient, 391 
of unreality, 410-412 
varieties, 395-412 
Dembo, T., 131, 174 
Dementia paranoides, 448 
Dementia praecox {see Schizophrenic 
disorders ) 

Dementia simplex, 447, 479 
Denny-Brown, W., 560 
Depression, agitated, 13, 499-506 
Depression, retarded, 13, 506-511 
Depressive disorders, 13, 495-511 
520-539 

adult antecedents of, 535 
as adjustive techniques, 535-536 
agitated, 499-506 
agitated, definition, 499 
agitated, delusions in, 499-505, 
527-529, 531 
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Depressive disorders, agitated, homi- 
cide and, 506 

^^5 2^^ normal agitation, 

ambivalence in, 496, 511, 528 
anxiety and, 496-497, 499, 504- 
505, 507, 510-511, 524-530 
autistic commimity in, 530-532 
behavior organization in, 530^ 
532 

biosocial bases, 524-532 
biosocial determinants, 532-536 
childhood influences, 533-534 
conflict in, 527-530 
crucial shift in, 527-528, 536 
differential diagnosis, 536-539 
duration, 498-499 
general paresis and, 565-566 
guilt and, 528-530 
hostility in, 497, 504-505 
involutional melancholia. 521- 
523 

neurotic, 499 

organ and tissue pathology and. 
523-524 

persistence, 526-530 
prognosis, 498-499 
projection in, 529 
pseudocommunity in, 530-532 
psychoneurotic, 499 
reactive, 499 
recovery, 498-499 
relation to compulsive disorders, 
528 

relation to mania, 495-497, 511- 
512, 520-521 
retarded, 506-511 
retarded, definition, 506 
retarded, delusions in, 507-510 
529-531 

retarded, fatigue and, 507 
retarded, and normal retardation 
524-526 

role-taking in, 528-530, 534 
vs, scliizophrenic disorders, 532- 
533 

self-condemnation in, 527-530 
self-reactions in, 534 
self-reproach in, 527-530 
senile degeneration and, 572 
suicide in, 505-506, 511 
therapy in, 498-499, 521, 582- 
586 
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Desocialization, in cerebral incompe- 
tence, 550 

in schizophrenic disorders, 450- 
452, 479, 485-492 

Deterioration, of language and 
thought, 89, 463-468 
Deutsch, A., 4 
Diethehn, O., 257, 588 
Disarticulation, in cerebral incompe- 
tence, 550 

language and, 464-467, 551 
in scliizoplirenia, 450-452, 489- 
492, 550 

Discontinuity, in delirium, 544-545, 
547 

in progressive cerebral incompe- 
tence, 551 

Disorders, behavior ( see Behavior 
disorders ) 

Disorganization, attitude and, 55 
delirious m. schizoplirenic, 545 
schizoplirenic, 59-60, 450-452, 

^ 479, 485-492, 545 
Disorientation, in anxiety disorders, 
257 

delirious, 542-547, 555 
Displacement, emotional, 74-77, 246, 
251. 297 

repression and, 75, 179 
Disuse, hysterical inactivation and, 
340-347 
Doty, E., 535 
Double personality, 365 
Dreaming, delirium and, 545-546 
language and, 89 
normal, 545, 547 
therapy and, 594 
Drewry, P., 446 
Dublin, L., 194 
Dudycha, C., 21, 138 
Dudycha, M., 21, 138 
Dynamisms (see Adjustive techniques) 
Dynes, J., 556 

Eating, acceptance and, 108-111, 
324-325 

aggression and, 109-110 
beh avior pathology and, 107-111 
and body change, 109, 325 
cannibalistic fantasies, 458 
magic and, 109-110, 325 
personality development and, 
15-16, 107-111 
pregnancy and, 24, 109 


Eating, rejection and, 108-111 

and religious ritual, 109, 324- 
325 

and sex behavior, 109 
socialization and, 108-111 
Ebaugh, F., 564, 572 
Effort syndrome, 226 
Elation, in manic disorders, 511-513 
Elimination, 23-24, 27 
Emancipation, adolescent, 50-52 
Emotional decompensation, 75-77 
257 

Emotional flattening, 460-462 
Emotional incongruity, in schizo- 
phrenic disorders, 460-462 
Emotional incontinence, 552 
Emotional lability, 552 
Emotional reactions, 72-80 

conflict in, 79-^0, 138-139 
cumulative, 75-77 
decompensation, 75-77, 257 
definition, 73-74 
discontinuity in, 373 
gastric ulcer and, 261-262 
hypochondrical disorders and, 
206-207 

inactivation in, 339-342 
and learning, 78-80 
nervous system and, 74 
overt vs, co\'crt, 78-80 
persistence of, 74-77 
reaction-insensitivity in, 340-342 
regulation of, 78-80 
and social communication, 80 
social control and, 80 
and symbolic behavior, 72-73, 
76-80 

therapy and, 578-579, 590-591, 
595-597 

thinking and, 72-73, 76-80, 89 
unconscious, 78-80 
visceral contributions to, 73-78 
English, O., 21 

Epilepsy, hysterical autonomy and, 
368 

Equivalence, learning and, 57 
Escape tecliniques, 170-184 
hysterical seizure as, 360 
Ethics, ambivalence and, 62-65 

cultural transmission of, 25-26 
33 

depressive disorders and, 505- 
506, 511, 518 
eating and, 108-111 
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Ethics, lapses in cerebral incompe- 
tence, 549 
learning and, 308 
mood and, 64-65, 505, 521, 527- 
529 

ritual and, 280, 310 
self-control and, 280 
sex and, 120-122 
visceral, 23-24, 108-111, 308 
Etiology, reaction-sensitizatiou and, 
70-71 

Etiquette, compulsive disorders and, 
279, 294 

Evacuation, 23-24, 27 
Excitement, normal, 524-526 
Exclusion, behavior organization and, 
58-60, 339-342, 373 
repression as, 176-177, 374, 552- 
553 

role- taking and, 341-342 
Expectancy, patterns of, 33, 41-42, 
44 

patterns of, in hysterical dis- 
orders, 378-379 
Expressive jargon, 83 

Falsification, retrospective, 433 
F amily, personality development and, 
31-40 

Fantasy, 181-184 

acted out in hysterical seizure, 
358, 361 

addiction to, 97, 183, 483-484 
anxiety and, 183-184, 268-273 
cannibalistic, 458 
constructive values in, 97, 182- 
183 

dangers of, 183-184 
definition, 181 
fatigue syndromes and, 243 
hallucination in, 421 
hypochondriacal disorders and, 
221 

hysterical disorders and, 379-380 
play and, 181-182 
rejection and, 37 
role-taking in, 95-97 
schizophrenic disorders as, 491 
in schizophrenic disorders, 450- 
451, 457-458, 483, 486-489 
self-reactions in, 100-101 
sibling rivalry and, 37 
talk and, 182 
therapy and, 593-594 
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Farmer, E., 353, 378 
Fatigue s\mdromes, 12, 224-245 
as adjustive techniques, 240-243 
apathetic, 227-228 
Beard's neurasthenia and, 10 
biosocial bases, 231-237 
biosocial determinants, 237-243 
biosocial matrix, 231-234 
childhood influences, 238-239 
complaints in, 226-230 
cumulative, 235-237 
definition, 226 

diflFerential diagnosis, 243-245 
energy and, 231-232 
frustration tolerance and, 232- 
233 

influence of illness and infurv, 
239-240 

needs and, 232-235 
in organ and tissue pathology. 

230-231 ^ 

and retarded depression, 506. 
525, 529 

self-perpetuation of, 235-237 
senile degeneration and, 572-574 
tense, 228-230 
I Fear, 145-150 

definition, 146 
pathological, 12, 257-261 
unidentifiable, 147-148 
withdrawal and, 146-147 
Feeding, attitude and, 56 

behavior pathology and, 107-111 
and genital tension, 114 
Fenichel, O., 118, 136, 189, 191, 258 
Festinger, L., 131 
Fetish, 112 

Fetishism, compulsive, 299 
Field, M., 34 

Fixation, compulsions and, 299-300 
regression and, 174 
repression and, 177 
Flanagan, N., 510 
Flanzbaum, S., 123 
Fleming, G., 10 
Flexibility, waxy, 448 
Flight of ideas {see Topical flight) 
Foster-child delusion, 42, 402 
Fox, H., 207, 505 

Free association {see Free verbaliza- 
tion) 

Free verbalization, recumbent, 592- 
595 

Freeman, W., 549 
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French, T., 588 
Freud, A„ 267 
Freud, S., 10, 11, 12, 21, 80, 200, 237, 
807, 319, 320, 341, 442, 449, 
450, 484, 496, 575, 579, 580, 
588, 590, 591 
Friedman, A., 560 

Friendship, adolescent, 45, 47, 49-51 
play and, 44-45 
Fries, M., 38 
Frustration, 130-140 
definition, 130 
kinds of, 130-131 
overtraining in, 149-150 
rage and, 27-28 

Frustration tolerance, definition, 139 
fatigue and, 232-233 
variation in, 139-140 < 

Fugue, hysterical, 362-365 
Functional autonomy, 127, 155 

GaU, C., 384 
Gastric neurosis, 189 
Gastric ulcer, anxiety and, 261-262 
General paresis, behavior disorders 
in, 565-568 

depressive disorders in, 565-566 
manic disorders in, 565-566 
premorbid personality and, 564- 
568 

schizophrenic disorders in, 565- 
567 

Generalization, personality develop- 
ment and, 24, 28-29, 62-63 
Gesell, A., 83 

Gillespie, R., 10, 137, 300, 522, 572 
Glove anesthesia, hysterical, 331, 343 
Goldstein, H., 451 
Good, H., 413 

Goodness, cleanliness and, 23-24, 
283-287 

Gottemoller, R., 39 
Gralnick, A., 440 

Grandeur, delusions of, 402-404, 
440-441, 470-471 
Gratification, change in sign, 106 
definition, 105 

need-satisfaction and, 105-107 
Greene, J., 822 
Greenhill, M., 567 

Grinker, R., 140, 328, 370, 378, 564 
Group therapy. 585-587, 590 
Growth changes, adolescent, 47-49 


Guilt, as adient-avoidant conflict, 133 
anticipation and, 271, 529 
anxiety disorders and, 271-273 
in compulsive disorders, 307-311, 
313-315 

depressive disorders and, 528- 
530 

disowning projection and, 272- 
273 

and expectation of punishment, 
529 

reaction-sensitivity and, 271-273 
rejection and, 35, 271-273, 307- 
311, 313-315, 528-530 
schizophrenic disorders and, 490 
self-reactions and, 101-102, 271- 
273 

training in, 313-314 

Habit-strength, repression and, 177 
Hallucination, 388-389, 412-426 
- anxiety, 413 
auditory, 415 

communication and, 424-425 
cutaneous, 426 
definition, 412 
delirious, 542-527, 556 
expectancy and, 412-413 
fantasy and, 421 
gustatory, 426 
kinesthetic, 426 
need and, 413 

in normal dreaming, 545-546 
olfactory, 426 
in panic reactions, 257 
projection and, 169-170 
reactions to, 418-420 
in schizophrenic disorders, 463 
self-reactions in, 420-421 
temporal variations, 414 
varieties, 414-426 
visceral, 426 
visual, 422-426 
visual vs, auditory, 424-425 
Hallucinosis, acute, 544 
Halverson, H., 26, 114 
Hamill, R., 334 
Hamilton, G., 123 
Handwashing, compulsive, 283-287 
Harris, R., 562 

Head injury, behavior disorder and, 
559-563 

chronic, 561-563 
convalescence from, 560-563 
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Head injury, premorbid personality 
and, 561-563 
Healy, W., 143, 299 
Hebephrenia, 447-448 
Hemphill, R., 409 
Henderson, D., 10, 37, 300, 522, 572 
Ilenninger, J., 549 
Henry, G., 78, 507 
Hero-worship, 118-119 
Heyman, J., 190 
Hill, J., 415 
Himler, L., 441, 489 
Homosexuality, paranoid disorders 
and, 442 

personality development and, 119 
Hoskins, R., 451 

Hospital treatment, aims of, 581-584 
Hospitalization, non-therapeutic, 581 
Hostility, to authority, 27-28 
in depressive disorders, 497 
in manic disorders, 519 
sibling, 37-39 
Hunger, behavior pathology and, 
107-111 

Hunt, J., 10, 131, 174, 447, 451, 495, 
522 

Hyperactivity, anxiety and, 525-526, 
530 

Hypersuggestibility, 376, 389 
Hypochondriacal disorders, 12, 187- 
223 

adoption of domestic pattern 
210-212 

as adjustive techniques, 216-221 
anxiety equivalents, 215 
anxious parents and, 211-213 
biosocial bases, 202-209 
biosocial determinants, 209-222 
biosocial matrix, 202-204 
cardiovascular, 193-197 
cumulative, 208-210 
definition, 188 

differential diagnosis, 222-223 
emotional behavior and, 206-207 
gastrointestinal, 191-193 
genito-urinary, 197-199 
health faddists and, 211-212 
heredity and, 216-211 
hysterical disorders and, 222 
385 

influence of illness and iniury 
213-215 

malingering and, 221-222 
neuromuscular, 199-200 
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Hypochondriacal disorders, in organ 
and tissue pathology, 200-202 
public health campaigns and, 215 
reaction-sensitivity in, 204-206 
resjpiratory, 197 
self-perpetuating, 208-210 
senile degeneration and, 572-574 
varieties, 189^202 
visceral ethics and, 24 
Hystera hypothesis, 319-320 
Hysteria, anxiety, 10 

conversion, 10, 12-13 
Hysterical autonomy, 349-387 

alternating personality, 365, 374- 
375 

as biosodal behavior, 871-375 
biosocial determinants, 375-383 
and compulsive disorders, 373- 
374 

cramp, 353-354 
definition, 350 
double personality, 365, 375 
fugue, 362-365, 374 
fugue, definition, 364 
loss of control in, 372 
multiple personality, 365-366. 
374-375 

multiple personality, definition, 
365 

and normal autonomy, 369-371 
in organ and tissue pathology, 
367-368 ^ 

overexclusion in, 372 
return of repressed in, 374 
seizure, 357-362, 372-374 
seizure, definition, 358 
seizme vs. schizophrenic disor- 
ganization, 488 
seizure vs. tic, 357, 372-373 
somnambulism, 362-365, 374 
somnambulism, definition, 362 
tic, 354-357 
tic, definition, 354 
tremor, 351-353 
twihght-state, 358 
varieties, 350-368 
Hysterical disorders, 12-13, 318-387 
as adjustive techniques, 381-383 
adoption of prevailing pattern, 
376-377 

constitutional, 375 
definition, 320 

differentia diagnosis, 384-387 
display in, 332 
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Hysterical disorders, fantasy and, 

379- 380 

historical importance, 318-320 
hypnosis and, 318-319 
hypochondriacal disorders and, 
222, 385 

hystera hypothesis, 319-320 
indiflFerence in, 332, 378, 379 
influence of illness and injury, 

380- 381 

malingering and, 383-384 
rejection and, 379-380 
sex diflFerences in, 320 
social immaturity and, 377-380 
sophistication and, 321 

Hysterical inactivation, 318-348, 375- 
387 

amaurosis, 332-334 
amblyopia, 332-334 
amnesia, 334-337 
amnesia, definition, 334 
anesthesia, 327-332 
anesthesia, definition, 327 
anorexia, 324-327 
anorexia, definition, 324 
anticipant attitudes and, 345-346 
aphonia, 322-324 
biosocial bases, 338-348 
as biosocial behavior, 342-345 
biosocial determinants, 375-383 
definition, 321 
development of, 345-348 
disuse and, 346-347 
generalization in, 345-346 
mutism, 322-324 
need and anxiety in, 327, 346 
nervous system and, 342-^45 
normal inactivation and, 322, 
327-328, 339-342 
in organ and tissue pathology, 
337-338, 343 

as overexclusion, 330-334, 336- 
337, 345-348 
paralysis, 327-332 
paralysis, definition, 327 
persistence of, 345^48 
psychosomatics and, 343-345 
repression and, 345^48 
role-taking in, 347-348 
secondary gains in, 330, 380-383 
self-reactions and, 344 
visual, 332-334 

Identification, 156-159 


Identification, definition, 156 
fatigue syndromes and, 241 
hypochondriacal disorders and, 
217-218 

hysterical disorders as, 382 
outside the home, 42 
paranoid disorders as, 443 
schizophrenic disorders as, 491 
Identity, loss of, 336 
Imaginary playmate, in schizophrenic 
disorders, 483-484 

Immaturity, 17-19, 50-52, 86-87, 
116-117, 121-122, 306-307 
anxiety and, 269-271 
behavior disorders and, 17-19, 
50-52, 377-380 

hysterical disorders and, 377-380 
overprotection and, 36-37, 50- 
52 

regression and, 173-175 
therapy and, 580, 597-598 
Inaccessibility, therapy and, 127-130, 
576-598 

as unconscious, 127-130, 136- 
139 

Inactivation, hysterical, 318-348, 375- 
387 

normal, 58-60, 339-342 
role-taldng and, 341-342, 347- 
348 

Inadequacy, in cerebral incompe- 
tence, 548-551 

reaction-sensitivity and, 70-71 
therapy and, 577 

Inclusion, in behavior organization, 
58-60 

Incoherence, delirious, 544-545 
Incompetence, cerebral (see Cerebral 
incompetence ) 

Incongruity, emotional, in schizo- 
phrenic disorders, 460-462 
Incontinence, emotional, 552 
Indifference, hysterical, 332, 878- 
379 

Infancy, 22-30 

Influence, delusions of, 399-402 
persecution and, 400 
Ingham, S., 370 

Insecurity, ambivalence and, 62-63 
anxiety disorders and, 269-271 
domestic, 41-43 

paranoid disorders and, 428-429 
parental, 42-43, 212-213, 238- 
239, 268-271, 313-315 
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Insulation, 170-172 
definition, 170 

delusions of body change and, 
406-408 

fatigue syndromes and, 242 
hypochondriacal disorders and, 
219-220 

in hysterical amnesia, 336 
hysterical disorders and, 382-383 
paranoid disorders and, 443 
schizophrenic disorders and, 491 
Intoxication, behavior disorders in 
554-559 

manic disorders and, 557-559 
schizophrenic disorders and, 557 
Involutional melancholia, 521-523 
Ironside, R., 333 

Isolation, personality development 
and, 43 
Ivy, A., 573 

Jack, L., 30 
Jahrreiss, W., 391 

Janet, P., 10, 12, 318, 319, 332, 334 

Jealousy, sibling, 37-39 

Jellinck, E., 544, 557 

Jones, H., 43 

Jones, M., 226, 233, 238 

Jung, C., 449 

Kahlbaum, K., 448, 464, 496, 497 

Kanner, L., 35, 217 

Kant, F., 556 

Kant, O., 464, 489 

Kaplan, O., 270, 523, 569, 571 

Kasanin, J., 457, 464 

Katzenelbogen, S., 188, 192, 214 

Klein, M., 26 

Knight, 11., 442, 457 

Korsakoff syndrome, 560 

Kozol, H., 563 

Kraepelin, E., 10, 427, 447, 448, 449, 
468, 496 
Kraines, S., 588 
Krout, M., 355 

Lachmann, G., 382 
Landis, C., 6, 150, 180 
Lang, J., 420, 463, 468 
Language, and behavior disorders, 
81-89 

thinking and, 81-83, 85-89 
Language behavior, in cerebral in- 
competence, 551 
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Language behavior, hallucination and, 
424-425 

in manic disorders, 512-513, 531 
reaction-getting, 84 
schizophrenic, 464-468, 531 
socialization of, 83-89 
Learning, adjustive techniques and 
141-142, 185-186 
attention-getting and, 153-156 
anticipation and, 56-^7 
compensation and, 159-163 
conflict and, 130-139 
conscience and, 308-309 
emotional reactions and, 78-80 
ethics and, 23-26, 108-111, 120- 
122 

exclusion and, 58-60 
fantasy and, 181-184 
frustration tolerance and, 139- 
140, 149-150 

guilt, 101-102, 271-273, 313- 
315, 528-530 
identification and, 156-159 
inclusion and, 58-60 
insulation and, 170-172 
morality and, 23-26, 108-111, 
120-122 

need and, 22-30, 104-105, 111- 
118, 126-127 
negativism and, 172-173 
personality and, 15-52 
projection and, 166-170 
rationalization and, 163-166 
reaction-sensitivity and 65-71 
204-206 

regression and, 173-175 
repression and, 175-181 
role-taking and, 89-97 
self-approval and, 101-102 
self-control and, 308-309 
self-criticism and, 308-309 
self-reactions and, 97-102 
self-reproach and, 101-102 
socialization as, 22-52, 104-127 
therapy as, 578, 587, 589-591, 
595, 597-598 
Lee, G., 294 
Lehrman, S., 449 
Lerner, E., 93 

Leucotomy, and cerebral incompe- 
tence, 549 
Levin, M., 557 

Levy, D., 26, 28, 36, 37, 43, 213 
Lewin, K., 131, 174 
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Lewis, A., 233, 238, 499, 500, 563 
Linhart, W., 333 
Linton, R., 49, 291 
Lipkowitz, H., 421 
Llewellyn, L., 221 

Lobotomy, and cerebral incompe- 
tence, 549 

Logic, non-verbal, 57-58, 75-77, 85, 
345-346, 429 
non-verbal, definition, 151 
therapy and, 595 
unconscious, 57, 72-73, 75-77, 
345-346 
Lorand, S., 588 
Lucid interval, 543 

Macfarlane, J., 17, 35, 139 
Magaret, A., 465 
Magic, compulsive, 294-296, 314 
in contemporary society, 280- 
281, 294-295 
Mahoney, V., 333 

Malingering, hypochondriacal disor- 
ders and, 221-222 
hysterical disorders and, 383-384 
Malinowski, B., 291 
Manic and depressive disorders, 495- 
539 

Manic-depressive cycles, 495-496 
520-521 

Manic-depressive psychosis ( see 
Manic and depressive dis- 
orders ) 

Manic disorders, 13, 495-499, 511- 
521, 523-539 

as adjustive techniques, 535-536 
adult antecedents of, 535 
ambivalence in, 496, 511, 519- 
520 

anxiety and, 496-497, 511-512, 
515, 519-520, 524-530 
behavior organization in, 530- 
532 

biosocial bases, 524-532 
biosocial determinants, 532-536 
childhood influences, 533-534 
as compensation, 497, 521, 525- 
526, 530 
definition, 511 

diflFerential diagnosis, 526-529 
duration, 498-499 
general behavior in, 512-513 
pneral paresis and, 565-567 
intoxication and, 557-559 
language behavior in, 512-513 ' 


Manic disorders, and normal excite- 
ment, 524-526 
onset, 511-512 

organ and tissue pathology and, 
523 

persistence of, 526-530 
prognosis, 498-499 
pseudocommunity in, 530-532 
recovery, 498-499 
relation to depression, 495-497, 
511-512, 520-521 
role-taking in, 534 
vs. schizophrenic disorders, 532- 
533 

self-reactions in, 534 
senile degeneration and, 572 
suicide and, 520 
therapy in, 498-499, 521, 581- 
586 

Martin, M., 365 
Maslow, A., 123 

Masochism, in behavior disorders 
125-126 

definition, 122-123 
sex behavior and, 123-124 
submission and, 123-124 
Masserman, J., 324, 370 
Maturity, adolescent, 119-120 
attitudes toward, 49-50 
biological, 17-19 
biosocial deA^elopment, 45-52 
paranoid disorders and, 441-443 
489-491 
rejection of, 49 

scliizophrenic disorders and, 
441-443, 489-491 
social, 17-19, 50-52 
standards of, 18 
in therapy, 580, 597-598 
McCarthy, D., 83, 84 
McFarland, R., 451 
Mead, M., 149 

Mechanisms (see Adjustive tech- 
niques) 

Melancholia ( see Depressive dis- 
orders ) 

Memory, childhood, 21-22 
Menninger, K,, 123 
Menstruation, adolescent attitudes 
and 48-49 

Mental mechanisms (see Adjustive 
techniques ) 

Metaphor, coinpulsive, 311 
eating and, 109-110 
social conformity of, 110-111 
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Meyer, A., 300, 449, 450, 484 
Mimon delusion, 42, 402, 471 
Mifler, C., 443, 490 
Miller, J., 129 

Miniature social community ( see 
Social community) 

Mitchell, S. W., 224, 225 
Montagu, M., 39, 116 
Mood, etlaics and, 64-65, 505, 507, 
527-529 

Morality, body care and, 23-24, 27 
feeding and, 23-24, 27, 108-109 
parental approval and, 23-24, 
108-109, 113-118, 308 
ritual and, 280, 310 
toilet training and, 23-24, 27 
Morgan, J., 429 
Morton, J., 429 

Motherhood, ambivalence toward, 63 
Motivation, analysis of, 127-130 
579-580, 588, 594 
multiple, 128 
unconscious, 129-130 
Motivational analysis, 127-130, 579- I 
580 ' 

Motive, definition, 127 
Multiple personality, 365-366 
Muncie, W., 93, 110, 241 
Murphy, G., 18, 266 
Murphy, L., 18, 33, 93, 182, 266 
Murray, H., 148 
Mutism, hysterical, 822-324 
schizophrenic, 467-468 
Myers, H., 525 

Need, 103-127 
birth and, 104 
definition, 105 
ethics and, 107-118 
fantasied, 182-183, 585 
fatigue and, 232-233 
hunger, 107-111 
individualistic, 105 
infant, 22-30, 104-105, 111-118 
learning and, 104, 126-127 
pain, 122-126 

primary vs. derived, 126-127 
punisJiment, 122-126 
satisfaction and, 104-127 
sex (see Sex need) 
socialization and, 104 
socially determined, 104-105. 

126-127 
thirst, 107-111 


Need, tmconscious, 107 
Negativism, 172-173 
definition, 172 
fatigue syndromes and, 242 
hypochondriacal disorders and. 
220 

hysterical disorders and, 383 
paranoid disorders and, 443 
schizophrenic disorders and, 491 
Neighborhood, personality develop- 
ment and, 40-45 

Neurasthenia (see Fatigue syndromes) 
Neurasthenic isolation, 224 
Neurocirculatory asthenia, 225-226 
Neuroses, 9-11 
actual, 10 
psycho-, 10 

Neurotic depression, 499 
Newcomb, T., 18, 266 
Newhall, k, 44 
Nihilism, delusions of, 409-412 
Nocturnal verification, ritual of, 282 
Non-directive therapy, 580, 588-595 
Non-verbal, in therapy, 578-579, 

590- 591, 594-595 
Non-verbal logic, definition, 151 
Non-verbal operations, logic of. 345- 

346, 429 

Objectification, principle of, 576 
Objectification, shared (see Shared 
objectification ) 

Obsession, 300-303 
Obsessive-compulsive disorders ( see 
Compulsive disorders) 
Occupational cramp, 353-354 
Occupational tremor, 351-352 
Odbert, H., 127 

Office treatment, aims of, 577-581, 

591- 592 

Omnipotence, delusion of, 458 
Operations, non-verbal, 57-58, 75- 
77, 85, 151, 345-346 
Oppenheimer, B., 225 
Orderliness, 290-292 
Organ neurosis, 189 
Organization, behavior (see Behavior 
organization ) 

Overexclusion, normal, 373 
hysterical, 58-59 
hysterical autonomy as, 371-375 
hysterical inactivation as, 330- 
334, 336-337, 345-348 
Overholser, W., 194 
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Overincliision, compulsive, 59, 300-303 
delirious, 545-546 
schizophrenic, 59-60, 450, 458, 
488 

Overprotection, anxiety disorders and, 
269 

hysterical disorders and, 377-378 
maternal, 28-29, 36-37, 42-43 
schizophrenic disorders and, 150, 
456-457, 486, 489-490 

Page, J., 6, 442 

Page, M., 30 

Panic reactions, 12, 256-257 
definition, 256 
development of, 76-77 
therapy in, 585 

Paranoia, 427 

,.£araQoid..disorders, 13, 427-445 

as adjustive techniques, 443-444 
age and, 441-443, 489-491 
assimilative projection and, 431 
biosocial determinants, 439-444 
childhood influences, 439-441 
chronic, 432-433 
cumulative, 432-433 
definition, 427-428 
delusions of grandeur in, 428 
delusions of persecution in, 428 
development of, 428-436 
differential diagnosis, 444-445 
homosexuality and, 443-444 
overprotection and, 440 
and paranoid schizophrenia, 445 
448 

reaction-sensitivity in, 432 
role-taking and, 432-433, 440 
senile degeneration and, 572 
sex differences in, 442-443 
sexual adequacy and, 431 
social skill and, 429 
social isolation and, 432-433, 
439-441 

therapy in, 582-586 
Parenthood, attitudes toward, 33-34 
Paresis, general (see General paresis) 
Parfitt, D., 384 
Parten, M., 44 

Patient, non-restraint in therapy, 591- 
595 

role-taking in therapy, 580, 590- 
598 

in therapeutic situation, 578, 
590-595 


Pearson, G., 21 

Peer culture, adolescent, 46-47 
friendships in, 4 4 - 4 5 
overprotection and, 29 

Perfectionism, anxiety disorders and 
268-269 

compulsive disorders and, 309- 
311, 313-315 

Permissive situation, in therapy, 576, 
578-579, 589, 594-595, 597- 
598 

Persecution, delusions of, 895-399, 
469-470 

Personality, abnormal, 7-9, 17, 597- 
598 

adolescent, 45-52 
ambivalence and, 62-65 
behavior disorders and, 15-52 
biological needs and, 15, 23-28, 
103-105, 126-127 
biosocial factors in, 16, 598 
body care and, 2^-28 
childhood illness and, 43 
cultural transmission of, 25-26 
31-40, 43 
definition, 16 
development of, 15-52 
domestic security and, 41-43 
family and, 31-40 
feeding and, 23-28 
flexibility, 29-30, 43-44 
friendships and, 44-45 
generalization and, 24, 28-29 
growth changes and, 47-49 
interparental relationships and, 
31, 35-37 

marital discord and, 35-37, 42 
maternal overprotection and, 28- 
29, 36-37, 42-43 
newborn, 16 
normal disunity of, 369 
overlearning and, 29 
parental adjustment and, 31-37 
parental needs and, 25-26, 32- 
33, 42 

play and, 44-45 

punishment and, 24-25, 122-126 
rejection and, 27, 34-^7, 122- 
126 

reward and, 24-25 
school and, 45 
self-reactions and, 102 
sexual development and, 47-49 
social isolation and, 43 
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Personality, stability of trends, 30 
therapy and, 30, 576-598 
toilet training and, 23-28 
visceral ethics and, 23-28, 108- 
111 

wider community and, 40-45 
Perspective, and role-taldng, 92-97 
Perversion, 112, 299-300 
Phantasy (see Fantasy) 

Phobia, 12, 257-261 

birth trauma and, 21 
definition, 257 
excitants of, 258 
Piersol, G., 574 

Play, compulsive disorders and, 278- 
279, 290, 294-295 
language and, 95 
personality development and 
44-45 

role-taking and, 91-92 
self-reactions and, 98-99 
shifting perspectives and, 92-93 
Pollock, H., 4 
Postle, B,, 566 

Pregnancy, ambivalence toward, 63 
delusions of, 408 
eating and, 109 
Prenatal life, 19-20 
Prince, M., 366 I 

Principle of continuity, 54, 151, 576, 
598 ^ 

Principle o f shared objectification, 576 
ProjectioriT^IOB-lT 0 

assimilative, 166-168 
assimilative, in delusion, 431 
blocking and, 401, 468 
definition, 166 
in depressive disorders, 529 
disowning, 138, 166, 168-169 
paranoid disorders and, 443 
scliizoplirenic disorders and, 491 
in therapy, 590, 593 
tliought deprivation and, 401 
468 

thought interference, 401, 468 
Promotion depression, 510 
Promotion panic, 270 
Pseudo-angina, in anxiety attacks, 255 
Pseudocommunity, 437-439 

and autistic community, 486-489 
definition, 438 
depressive, 508, 530-532 
manic, 530-532 
miniature, 593-594 
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Pseudocommunity, reaction-sensitiza- 
tion and, 438-439 
role-taking and, 437 
therapy and, 584-586, 593-594 
Psychasthenia, 10, 12 
P^che, attitudes and, 55 
emotion and, 72-73 
hysterical inactivation and, 340 
self-reactions and, 102 
thinking and, 87-89 
Psychoneuroses, vs. actual neuroses 
10 

Psychoneurotic depression, 499 
Psychopathology (see Behavior pa- 
thology) 

Psychoses, ^-11 

as committable behavior disor- 
ders, 9, 11 
major, 9 
minor, 9 

Psychosomatic hj^pothesis, 72-73 
in hysterical disorders, 343-345 
Psychosomatics, anxiety and tissue 
pathology, 261-264 
hypochondriacal disorders and, 
206-207 
riddle of, 88 
thinking and, 87-89 
Punishment, 24-25, 122-126 

anxiety disorders and, 271-273 
compulsive, 292-294 
delusions of, 395-399, 404-405 
legal, 125 
love and, 124-125 
in schizophrenic disorders, 471- 
472 

sex and, 123-124 
sin and, 124-125 
suicide as, 505-506 


Racial unconscious, 141-142 
Rank, O., 20, 21 
Raphael, T., 441, 489, 495 
Rapport, 53 

Rationalization, 163-166 

anxiety disorders and, 274 
definition, 163 

fatigue syndromes and, 241-242 
hypochondriacal disorders and, 
219 

hysterical disorders and, 382 
paranoid disorders and, 443 
schizophrenic disorders and, 491 
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Reaction-insensitivity, behavior dis- 
orders and, 68 

in emotional behavior, 340-342 
hysterical, 333, 342-^9, 382-383 
schizophrenic, 472, 486 
Reaction-sensitivity, 65^8 
anticipation and, 66 
behavior disorders and, 67-68 
behavior organization and, 65-67 
to danger, 42 
definition, 66 

delusion an^ 67, 396-397, 432 
differential, 67-68 
fatigue and, 235 
hypochondriacal disorders and, 
204-206 

inadequacy and, 70-71 
learning and, 6^71 
projection and, 169 
pseudocommunity and, 437-439 
Reaction-sensitization, aptitudes and, 
69-70 

behavior pathology and, 70-71 
ciunulative, 74-77 
definition, 69 
personality and, 69 
progressive, 68-71 
self-perpetuation and, 70-71 
Reactive depression, 70-71, 499 
Reali^, 87 

Rebellion, adolescent, 18, 47, 50-51 
childhood, 17-18, 43-44 
Recall, childhood, 21-22 
in delirium, 542-547 
in normal dreaming, 545, 547 
patchy, 547 

Recumbent free verbalization ( see 
Free verbalization) 

Redl. F., 587 

Reference, in delusion, 396 
Reformers, anxiety in, 272-273 
Regression, 173-175 
' behavior pathology and, 39, 54, 
174-175 

definition, 173-174 
fatigue syndromes and, 242 
fixation and, 174 
hypochondriacal disorders and, 
220-221 

hysterical disorders and, 383 
rejection and, 38-39 
scnizophrenic disorders and, 
491-492 

sibling rivalry and, 38-39 


Reik, T., 123 

Rejection, anxiety disorders and, 269- 
270 

compulsive disorders and, 314— 
315 

constructive values and, 34-35 
delinquency and, 34 
depressive disorders and, 34 
fantasy and, 37 
guilt and, 272 

hysterical disorders and, 34, 324- 
325, 379 

maternal overprotection and, 34 
parental, 27, 34-37 
parental ambivalence and, 35 
rebellion against authority and, 
27-28, 34-35, 43-44 
regression and, 38-39 
schizophrenic disorders and, 34, 
489-490 

sibling rivalry and, 37-39 
Religion, ambivalence and, 64-65 
eating and, 16, 109-111 
sex and, 120-122 

Rennie, T., 3, 447, 459, 485, 495, 498, 
520, 584 

Repetition compulsion, 282-287 
Repression, 17^181 

in alternating personality, 374- 
375 

antisocial compulsion and, 297 
anxiety disorders and, 274 
behavior impoverishment and, 
180-181 

cerebral incompetence and, 552- 
553, 571 

complete and incomplete, 178- 
179 

compulsive disorders and, 316 
conflict and, 136-139 
criteria of adequacy, 177 
definition, 175 
distortion in, 180-181 
in double personality, 375 
as exclusion, 176 
fatigue syni-omes and, 243 
fixation and, 177 
habit-strength and, 177 
hypochondriacal disorders and, 
220 

hysterical autonomy and, 356, 
372-373 

hysterical inactivation and, 345- 
346 
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Repression, incomplete, 178-179, 356, 
371-373 

overcomplete, 345 
paranoia disorders and, 443 
return of the excluded, 176 
return of the repressed, 176-177, 
374, 553, 571 
sudden failure in, 374 
therapy and, 579, 594, 596 
tic and, 356 

time and effort in, 179-180 
imconscious, 175-176, 179 
Resistance, age of, 17-18 
second age of, 47 
Response, attitude and, 54-55 
definition, 55 
reaction and, 54-55 
Rest cure, 224-225 
Retardation, normal, 231-234, 524- 
526 

Retrospective falsification, 433 
Reward, 24-25, 122-126 
Ribble, M., 21 
Richards, E., 210 

Ritual, compulsive disorders and, 
278-280, 290, 294, 314 
ethics and, 280, 310 
nocturnal verification, 282 
science and, 280 
as self-control, 310-311 
Rivalry, parent-child, 33-34, 37 
sibling, 37-39 
Rodger, T., 242 
Rogers, C., 588, 591 
Rogerson, C., 527 
Role, definition, 90 
Role-taking, behavior disorders and, 
89-102 

compulsive, 310 
contradictory, 94-95 
definition, 90 
depressive, 528-530 
development of, 90-97 
discrepant, 94-95 
in hysterical seizure, 358 
in hysterical tic, 356 
individual differences in^ 93-94 
infantile, 90-91 
language and, 95-97 
play and, 44-45, 91-92 
pseudocommunity and, 437-439 
rejection in, 356, 364, 371 
schizophrenic, 450, 452, 479, 
485-492 
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Role-taldng, sexual, 119-120 

shifting perspectives and, 92-95 
susceptibility to behavior dis- 
orders and, 93-94 
therapy and, 580, 590-598 
thought and, 95-97 
Rosenzweig, S., 138, 177 
Ross, T., 225 

Rothschild, D., 566, 569, 671 
Ruesch, J., 562 

Rumination, ambivalence and, 60-61, 
300-303 

Sacrifice, delusion of, 458 
Sadism, 122-125 
Sadomasochism, 123 
! Sage, P., 457 
Sandler, S., 363 
Sargent, W., 336, 381 
Satisfaction, 104-127 
childhood, 25 
delusion and, 392 
direct, 105 

fantasied, 182-183, 585 
gratification and, 106-107 
hunger, 107-111 
indirect, 105 
need and, 104-127 
pain and, 122-126 
punishment and, 122-126 
sex (see Sex satisfaction) 
as termination of need, 105 
substitute, 105 
thirst, 107-111 
unconscious, 107 

Scapegoating, anxiety and, 272-273 
compulsive, 293-294 
Scarisbrick, R., 226 
Scatter, schizoplirenic, 465-466 
Schaller, W., 562 
Schedule, infant, 22-23 

parental personality and, 23 
Schilder, P., 561 

Schizophrenic disorders, 13, 446-494 
acute anxiety and, 459 
adient, 483-484 

as adjustive insufiBciency, 449- 
450 ^ 

as adjustive techniques, 491-492 
affective flattening in, 460-462 
aggressive, 469-472, 489 
aggression in, 458, 469-472, 489 
agrammatism and, 465 
ambivalence in, 63-65, 462-463 
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Schizophrenic disorders, attitude, shift 
in, 63-65, 462-463 
autistic community in, 486-489 
avoidant, 479-482 
biochemistry of, 451-452, 484 
biophysics of, 451-452, 484 
biosocial bases, 485-492 
biosocial determinants, 485-492 
as brain disease, 449-450, 484 
bromide and, 557 
catatonic, 448, 464, 468 
childhood influences, 489-490 
communication in, 463-468 
compliant, 472-473 
dedicated, 473-474 
definition, 451 
vs. delirium, 545 
delusion in, 460 
delusions of body change in 
474-479 

vs. depressive disorders, 532 
as desocialization, 450-452, 479, 
485-492 

detached, 479-484 
differential diagnosis, 492-494 
as disorganization, 450-452, 479, 
485-492 

emotional incongruity in, 460- 
462 

excitement in, 462 
fantasy in, 450-451, 457-458, 
483, 486-489 
general behavior in, 462 
general paresis and, 565-567 
generalization in, 458 
grandiose, 470-471 
hallucination in, 463 
hebephrenic, 447-448, 468 
hysterical seizure and, 488 
inadequate social skills in, 450, 
452, 478-479, 486-489 
incongruous behavior in, 463- 
464 

intoxication and, 557 
Kraepelinian t^es, 447-449, 
468-469 

language in, 464-467 
vs. manic disorders, 532 
mutism in, 467-468 
onset, 458-460 

organ and tissue pathology and, 
484-485 

overinclusion in, 59-60, 450, 458, 
488 


Schizophrenic disorders, overprotec- 
tion and, 150, 456-457, 486, 
489-490 

paranoid, 448, 468, 489 
persecuted, 469 
persecuted vs. grandiose, 471 
prognosis in, 446-447, 459-460 
pseudocommimity in, 486-489 
recovery in, 446-447, 459-460 
role-taking in, 450, 452, 478-479, 
485-492 

scatter in, 465-466 
self-punitive, 471-472 
self-reactions in, 465 
senile degeneration and, 572 
shock therapy in, 446, 447 
simple, 447, 468 
stupor in, 462, 483 
submissive, 472—479 
sudden shift of attitude in, 63- 
64, 462-463 
symbolism in, 464-465 
s^ptoms in, 451-468 
therapy in, 582-586 
thinking in, 464-468 
transformed, 474-479 
vagueness in, 465-467 
varieties, 468-485 

School, personality development and, 

Schube, P., 565, 566, 572 
Science, ritual and, 280 
Sears, P., 131, 162 
Sears, R., 21, 39, 168, 174, 177, 341. 
396 

Seclusiveness (see Insulation) 

Seizure, hysterical, 357-362 
Self, as physical object, 98-99 
Self, as social object, 98-99, 101-102 
Self-approval, development of, 101- 
102 

Self-attitude, 97-98 

guilt, 271-273, 307-311 
Self-control, 304-309 
compulsive, 309-311 
conflict and, 177, 305-306, 308- 
309 

definition, 304 

genetic development of, 98-99, 
308-309 

manual skill and, 304-305 
normal, 304-309 
ritual as, 310-311 
sexual, 307 
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Self-control, social skill as, 305- 
306 

in unshared behavior, 306-307 
Self-criticism, 307-309 
compulsive, 309-311 
definition, 307 

genetic development, 101—102, 
308-309 

therapy and, 589, 592-594 
Self-depreciation, delusions of, 404— 
405 

Self-identification, 97-101, 336 
Self-injury, therapy and, 582 
Self-perpetuation, reaction-sensitivity 
and, 70-71 
Self-reactions, 97-102 
acquisition of, 98-99 
in agitated depressions, 534 
to body change, 406-408 
characteristics of, 97-98 
conflict and, 271-273 
definition, 97 

evaluative, 100-102, 527-528 
fantasy and, 100-101, 182-184 
hallucination and, 420-421 
in hysterical disorders, 343-344 
language in, 99-102 
loss in amnesia, 336 
in manic disorders, 534 
play and, 98-99 
projection and, 169 
punitive, 101-102, 271-273 
in retarded depressions, 534 
role-taldng and, 97-102 
in schizophrenic disorders, 465 
as social object, compulsive, 303- 
304 

in therapy, 578-579, 589, 591- 
595, 597-598 
thought in, 99-102 
unshared, 100 

Self-reference, in delusion, 396 
Self-reproach, in depressive disorders, 
527-530 

development of, 101-102 
normal, 527-528 
Self-response, 97-98 
Self-restraint, compulsive, 292-294 
Semrad, E., 415 

Senescence, anxiety disorders in, 270- 
271 

delusions in, 411-412 
depression in, 522-523 | 

paranoid disorders in, 442 I 
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Senescence, and progressive cerebral 
incompetence, 570-375 
social restrictions in, 571-575 
Senile cerebral degeneration, 568-575 
anxiety disorders in, 573-574 
behavior disorders in, 570-575 
compulsive disorders in, 574-575 
depressive disorders in, 572 
fatigue syndromes in, 572-574 
hypochondriacal disorders in. 
572-574 

manic disorders in, 572 
paranoid disorders in, 572 
repression and, 571 
schizophrenic disorders in, 572 
symptoms, 568-570 
Sensitivity (see Reaction-sensitivity) 
Sex, wickedness and, 24, 114-118, 
120-121 

Sex attitudes, bowel training and, 
114-115 ^ 

communication and, 116-117 
121-122, 306-307 
confusion in, 114-116, 124 
filial, 117-118 

maturity of, 116-117, 121-122 
306-307 

parental, 115-117 
religious attitudes and, 121-122 
Sex behavior, in cerebral incompe- 
tence, 549 

Sex differences, discovery of, 39, 115- 
117 

Sex need, 111-122 

adolescent, 118—122 
adult, 118-122 
anxiety and, 148 
behavior pathology and, 120-122 
in childhood, 113-118 
family formation and, 120-122 
frustration of, 111-112 
incestuous, 117-118 
infantile, 113-118 
religion and, 120-122 
socialization of, 120-121 
Sex satisfaction, delay in, 111-112 
and elimination, 114-115 
masochism and, 123-124 
maternal love and, 118 
possessiveness and, 112-113 
sadism and, 123-124 
social control of, 111-112, 120 
and socio-economic factors, 120- 
121 
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Sex satisfaction, substitute, 111-112 
taboo, 114-115 

Sexual adequacy, paranoid disorders 
and, 431 

Shared objectification, in therapy, 576, 
578, 588, 590, 595-597 
Sharp, M., 566 
Sherif, M., 54, 388 
Siamese-twin hypothesis, 72-73 
Sibling cooperation, 39-40 
Sibling rivalry, 37-39 
ambivalence in, 63-64 
attention-getting and, 155 
regression in, 174 
Simmel, E., 21 
Simon, A., 34 

Situation, permissive (see Permissive 
situation) 

Situation therapeutic (see Therapeu- 
tic situation) 

Slater, E., 336, 381 
Slavson, S., 587 
Slotkin, J,, 462 
Smith, M., 353, 378 
Social community, miniature, 584- 
587, 590, 593-594, 597-598 
Social community, tlierapy and, 584- 
586 

Social institutions, compulsive dis- 
orders and, 278-280, 294 
Social maturity (see Maturity) 

Social organization, biological needs 
and, 15-19, 23-28, 103-105, 
108-110, 120-122 
feeding and, 26-28 
Socialization, language and, 83-89 
wider community and, 40-45 
Soldier s heart, 226 
Somnambulism, hysterical, 362-365 
Spelt, D., 20 
Spiegel, j., 140, 328, 378 
Status, biosocial origins of, 16-17 
Stealing, compulsive, 298-299 
Stengel, E., 317, 368 
Stereotypy, compulsive disorders and, 
300^01 

in organ and tissue pathology, 
303 

Stevenson, G., 9 

Stocking anesthesia, hysterical, 331 

Stolz, H., 48, 409 

Stolz, L., 48, 409 

Stone, C., 48 

Strecker, E., 564, 572 


Submission, behavior pathology and, 
149-150 

domination and, 28, 149-150 
in schizophrenic disorders, 150, 
472-479 

Sudden clarification, 97, 397-398, 
438, 469 

closure and, 397-398 
in delusion, 397-398, 438 
Suicide, in depressive disorders, 505- 
506, 511 

in manic disorders, 520 
in schizophrenic disorders, 472 
therapy and, 581-582 
Superstition, in contemporary Ameri- 
can society, 280-281, 294-295 
Susceptibility ( see Reaction-sensi- 
tivity) 

Sutherland, J., 328 
Symbolization ( see Language be- 
havior, Thinking) 

Symptom formation, choice of, 211 
logic of, 57-58, 75-77, 85, 151, 

595 

Taboo, social immaturity and, 86-87, 
116-117, 121-122, 306-307, 
596-597 

Taylor, W,, 365 
Temper tantrums, 142-145 
Terry, G., 485 

Tlierapeutic situation, 577-578, 585- 
598 

definition, 585 

inaccessible attitudes and, 580, 

596 

learning in, 578, 587, 589-591 
in office treatment, 577-581 
patient in, 591-595 
projection in, 590, 593 
protective, 581-583 
reassurance in, 591-592 
in recumbent free verbalization, 
592-595 

role-taking in, 580, 590-598 
self-reactions in, 578-579, 589, 
592, 594-595, 597-598 
simplification in, 583-584 
therapist in, 588-590 
transference in, 593 
uniqueness of, 577-578, 589, 594, 
597-598 

Therapist, attitude of, 590, 595 
free verbalization and, 592-595 
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Therapist, identity restructured by 
patient, 593 
qualifications of, 590 
role-taking of, 590 
self-restraint of, 588-589, 591- 
593 

in therapeutic situation, 578, 
588-590 

Therapy, aggressive, 585 

aims of, 577-584, 596-598 
amateur, 577 

anxiety and, 582-583, 586, 593 
authoritarian, 588-589 
as biosocial behavior, 576-598 
communication . and, 578-580, 
588, 590-591, 594-598 
continuity principle and, 576, 
598 

culture and, 596-598 
fantasy and, 593-594 
free association {see Free ver- 
balization ) 
group, 585-587, 590 
hospital, 577, 581-584 
individual, 587-595 
as learning, 578, 587, 589-591, 
595, 597-598 

maturity and, 580, 597-598 
non-directive, 580, 588-595 
non-verbal, 578-579, 590-591, 
594-595 

objectification, 576, 578, 588, 
590, 594-596 
office, 577-581 

principle of continuity and, 576, 
598 

principle of shared objectifica- 
tion, 576 

projection in, 590, 593 
protective, 581-583, 585 
repression and, 579, 594, 596 
role-taking and, 580, 590-598 
self-reaction in, 578-579, 589 
591-592, 594-598 
shared objectification in, 576 
578, 588, 590, 594-596 
social maturity and, 580 
suicide and, 582 

symptomatic m, analytic, 580- 
581 

termination of, 577, 588, 596- 
598 

therapeutic situation in, 585-595 
ultimate goal, 577, 588, 596-598 
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Therapy, verbalization in, 578-579, 
588, 590-595 

Thinking, and behavior disorders, 81— 
89 

biosocial nature of, 87-89 
in cerebral incompetence, 551 
compulsive, 281, 288, 296-298. 

300-303, 313-315 
definition, 82 

emotional reactions and* 72-73 
76-80, 89 

hallucination and, 424-425 
as intraindividu^ communica- 
tion, 81-82, 89, 182-184 
language and, 81-83, 85-89 
schizophrenic, 464-468 
social conformity in, 85-89 
social validity of, 57-58, 89 
Thirst, behavior pathology and, 107- 
111 

Thompson, C., 150 
Thompson, H., 83 
Thompson, L., 35 

Thought, manufactured, delusion and. 
402 

Thought-deprivation, 401, 468 
Thought-transference, 86 
Thwarting, as frustration, 130-131 
Tic, compulsive, 386 

hysterical, 354-357, 386 
psychasthenic, 386 
TiUey, W., 510 
Topical flight, 512, 531 
Touraine, G., 161 
Training, early, 22-30 
Transference, 53, 593 
Transfiguration, in schizophrenic dis- 
orders, 473-475 
Tremor, hysterical, 351-353 
Tryon, C., 46, 50 
Tu^el vision, hysterical, 334 
Twins, language development in, 84- 
85 

Twilight-state, hysterical, 358 


Ulcer, anxiety and, 261-262 
Uncertainty, compulsive, 288 
Unconscious, analysis of, 129 

as inaccessible, 127-130, 136- 
139, 370, 580 
need-satisfaction and, 107 
racial, 86, 110 

Unconscious conflict, 136-137 
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Unconscious logic, 57, 72-73, 75-77, 
85, 151, 345-346 
symptom-formation and, 57, 72- 
73, 75-77, 595 

Unconscious motivation, 129-130 

Unconsciousness, as maximal unreac- 
tivity, 544, 560 

Unreality, in anxiety attacks, 256 
delusions of, 410-412 

Values, biological needs and, 15, 23- 
26, 110-111, 120-122 
parental, 23-26, 31-40 

Veltfort, H., 294 

Verbalization, free {see Free verbali- 
zation ) 

Verbalization, therapeutic, 578-579, 
588, 592-595 

Visceral ethics, 23-24, 108-111, 308 

Vogel, F,, 484 i 

Vogel, V., 4 

Von Koch, S., 525 

Wall, J., 506 

Ward, as miniature social community, 
584, 585 

Warkentin, J., 442 

Warson, S., 9 


Watson, J., 23 
Watts, J., 549 
Weaning, 23, 108 
Wechsler, I., 564, 565 
Whiting, J., 291 
Whitwell, J., 320, 495 
Wilcox, J., 35 
I Wilson, A., 242 

Withdrawal, as adiustive techniqi 
145-150 ^ 

dangers of, 149-150 
hysterical disorders and, 381 
Wittkower, E., 242 
Wolberg, L., 34 
Wolf, S., 261 
Wolff, E., 382 
Wolff, II., 261, 554 
Woltmann, H., 211, 573 
Wood. P., 226 
Woodward, L., 3 
Woolley, L., 311, 567 
Wright, B., 166 
Writers' cramp, 353-354 

Yorshis, M., 567 

Zeigarnik effect, conflict and, 135 
Ziegler, H. 190 












